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ABSTRACT

Patients' Perceptions of Spiritual Needs and the
Role of Nurses to Resolve Spiritual Needs
by
Barbara Ann Nelson
Dr. Susan Rush Michael, Examination Committee Chair
Assistant Professor o f Nursing
University o f Nevada, Las Vegas
This study replicated Finney’s (1989) study which examined acutely ill
hospitalized patients’ perceptions of spiritual needs and the nurse’s role in assisting them
to resolve those needs. The Spiritual Needs of Patients questionnaire (Martin, Burrows,
& Pomilio, 1976) was used to assess patients (n = 73) in a southwestern regional hospital.
Reliability was reported as Cronbach’s alpha at 0.68. Findings supported Finney’s study
as well as the original study (Martin et al., 1976) and Hoskins (1986). Patients’ responses
supported the statement that a person who is ill thinks more about his/her relationship to
God. The most important spiritual need identified was “knowledge of God’s presence,”
with “sacraments and communion” being identified as the least important. Respondents
supported spiritual nursing interventions including nurses asking patients if they wish to
see a clergy person, giving spiritual care by being concerned, cheerful, and kind, sitting
down and listening, and encouraging a patient to talk about anything that is bothering
him/her. A Mann-Whitney U test was performed to determine differences between
demographic groups in regard to spiritual care. Only ages 50-69 compared with 70-91
showed any significant difference with a z score o f -2.021, p = 0.04.
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CHAPTER I

INTRODUCTION

Statement o f Problem
Holistic nursing care o f the patient is a philosophy that embraces all aspects o f
human life. In order to deliver holistic care, it is imperative for nurses to include
elements o f the physical, psychological, sociocultural, and spiritual realms in their
interventions. However, the spiritual dimension of the patient’s needs is often neglected.
(Highfteld, 1992, Forbes, 1994, Camp 1996).
Hospitalized patients have an increased interest and need to deal with the spiritual
aspects o f life. Turning to sources o f spiritual comfort assists the patient in coping with
illness. Shaffer (1991) identified that the crisis of critical illness may present the initial
encounter with the spiritual self and the first examination o f the meaning and purpose in
life for many patients and their relatives. Forbis (1988) also discussed the importance of
the spiritual dimension o f the aging person which was demonstrated to assist them in
positively coping with problems resulting from illness and aging. Studies by Sodestrom
and Martinson (1987) showed patients who were realistically aware o f their poor
prognosis also used a greater number o f spiritual activities to cope with their illness.
Although clergy and significant others can assist the individual in dealing with

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

2
spiritual distress, the hospitalized patient may turn for help to the most accessible person,
the nurse (Highfield, 1992). Because o f the nurse's caring relationship with the patient
and availability to the patient on a 24-hour basis, spirituality naturally becomes a facet o f
care that will fall into the nurse’s responsibility. Emblen and Halstead (1993) report that
nurses are frequently present when patients receive a diagnosis o f a new or terminal
illness, when a treatment plan i; altered, or when patients experience intense suffering. In
addition, the nurse’s proximity to the patient during hospitalization and the nursing tasks
performed for the individual, influences patients to look to nurses as resources for
fulfillment of spiritual needs and assistance with spiritual activities. Consequently, when
nursing personnel address and attempt to assist the patient in resolving spiritual needs
there appears to be a positive influence on the patient's health, well-being, and quality of
life (Ross, 1994).
However, patient care discussions, nursing care plans, and nursing care studies
provide evidence that while a nurse perceives the physical, social, and psychological
needs of a patient and feels relatively comfortable in seeking ways to meet them, he/she
seldom recognizes the spiritual needs of the patient (Piles, 1990). In addition, it has been
shown professionals generally recognize the existence o f a spiritual dimension in human
life but feel hesitant to become involved because of a profound sense o f inadequacy.
Nurses feel inexperienced, untrained, unsure, and all too aware o f their own spiritual
doubts and questions (Doyle, 1992). Forbis (1988) adds to this expression the lack of
experience and education in attending to patients’ spiritual needs, stating that nurses are
generally well equipped through formal education to meet the physiological and
psychosocial needs, but information and clinical application relative to spiritual needs
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may prove to be inadequate. Helping to identify and meet patients’ spiritual needs is an
essential part o f holistic care for the hospitalized patient. The broader the range of
spiritual needs nurses can identify and respond to at the deepest level, the more likely it is
that patients’ spiritual needs will be met and an optimum level o f total health, well-being
and quality o f life facilitated (Ross, 1994).
Therefore, it becomes a crucial aspect o f assessment for the nurse to ascertain
what the patient identifies as spiritual needs and the perceived role o f the nurse in
meeting those needs. However, many o f the studies regarding this subject exhibit
weaknesses when attempting to apply them to the patient population of today. The
existing studies are becoming outdated, occurring before the current trends in health care
now being experienced: shorter hospital stays, more acutely ill patients, and managed care
(Hoskins, 1986, Finney, 1989). The majority o f studies conducted have used small
convenience samples and tools which have not been tested for reliability or validity
(Ross, 1995). Several o f the studies have been conducted on community dwelling
participants or specialized patient populations such as oncology patients or terminally ill
patients. Few studies exist that have asked the acutely ill, hospitalized patient what
spiritual needs they experienced during hospitalization and their view of the nurse’s role
in assisting them to resolve those needs (Clark, et al., 1991, Bauer & Barron, 1995, Ross,
1995).
In order to optimally meet the patient’s spiritual needs, we must seek to define the
patient’s perceived view o f spiritual need. Research evidence is needed to clarify the
acutely ill patient’s spiritual needs. Without this information it is not possible to judge to
what extent their spiritual needs are met (Harrison, 1993). Additionally, if nurses respond
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to spiritual needs from their own point o f reference, such interventions may be
inappropriate from the patient’s perspective (Emblen & Halstead, 1993).

Purpose o f the Study
There was a dual purpose for this study. First, the study was conducted to
replicate the study by Finney (1989). Replication serves to strengthen a study’s
limitations by avoiding pitfalls already encountered in another study and capitalize on
strengths o f previous research, as well as add support for previous results or offer
differing results using other settings and people (Polit & Hungler, 1995). This study used
a defined medical/surgical population similar to the Finney study which serves to add
additional information about spiritual needs and spiritual care desired by this particular
population o f patients using a different sample o f the same type of patient residing in a
dissimilar location. Elements previously noted to cause ambiguity in the tool were
corrected to strengthen results. The Spiritual Needs o f Patients Questionnaire was not
used in its entirety in the Finney study, but was used in this study to augment the findings.
The second purpose o f this study was the identification of the components o f the
spiritual dimension o f the acutely ill patient's needs and their perception o f what are the
essential and appropriate nursing interventions applied in this area on behalf o f patients.
Because spirituality is such an important and integrated area o f the individual’s makeup,
it becomes important to identify, specifically from their perspective, what spiritual needs
are experienced by acutely ill, hospitalized patients. This study identified the hospitalized
patient's perception o f the kinds o f spiritual needs experienced during hospitalization and
acute illness. Furthermore, due to the nurse’s access to the patient and interaction with
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the individual, it was important to determine what patients’ expectations are o f nurses in
assisting them to resolve these needs. This study also identified the patient’s expectations
of the nurse’s role in resolving spiritual needs.

Significance o f the Study
The spiritual dimension integrates the physical, psychological, and sociocultural
aspects o f the individual and acts as a unifying component for the patient when viewed as
a holistic entity (Neuman, 1989). Its importance takes on great significance when the
individual is stressed through hospitalization and illness. Assisting patients to cope by
identifying spiritual strengths and strategies in situations where they are faced with major
crises alleviates stress to the physical dimension o f individuals. It also provides relief
from psychological distress and “ultimately influences illness and wellness outcomes of
the patient” (Neuman, 1989).
Early identification of spiritual needs experienced by the patient facilitates
nurse’s ability to target interventions that assist patients to meet spiritual needs during
hospitalization. Identifying ways patients prefer nurses to interact with them to resolve
spiritual needs experienced in the hospital will assist nursing in using strategies preferred
by the individuals themselves, assuring a greater element o f successful outcomes and
satisfaction on the part o f the patient. Indeed, establishing clearly identified components
of spiritual needs and patient preferences for nursing care in this area enhances nursing’s
ability to deliver holistic care to the patient. This information can also facilitate the
development o f curriculum that will inform nurses about the spiritual needs and
perceptions o f the acutely ill hospitalized patient. Ultimately the results o f this study can
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further provide the basis for developing assessment tools that can be used to detect
spiritual needs in the patient and address them appropriately.
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CHAPTER II

REVIEW OF THE LITERATURE AND
CONCEPTUAL FRAMEWORK

Review o f the Literature
Nurses have traditionally viewed their patients in a holistic manner encompassing
the physical, psychological, intellectual, and spiritual components o f being. These
components o f the patient are cared for by the nurse in a variety of ways, such as
attending to the physical needs by assessing the patient's condition, monitoring his vital
signs and various other tasks that define and intervene in specific areas o f care. Each o f
these components o f the patient interact and blend with one another to constitute the
whole person. Watson (1988) reports the importance o f this fact by relating if a person
does not feel congruent within the mind, body, and soul, one will feel dissatisfied and
maladjusted. Therefore, the spiritual dimension, being an integral part o f the patient's
essence, must not be overlooked when dealing with the patient as a holistic entity.
Nursing literature was examined in relation to spiritual needs and the hospitalized
patient. In order to gain perspective about the concepts o f spirituality and spiritual needs,
the various definitions offered regarding these concepts were explored. Since the nurse is
an integral provider o f spiritual care, the literature was surveyed to assess the research
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information available in the areas o f determining the nurses’ preparation for
administering spiritual care, preference for the nurse to participate in spiritual care, and
the ability o f the nurse to identify spiritual needs. Another essential area that was
examined was the specific patient populations that have been studied in regard to spiritual
needs and the nurse’s role in correctly identifying those needs and intervening to assist
their resolve. The literature was studied in regard to the contrast between nursing’s point
o f view and the perspective o f the patient. Since the study used the Spiritual Needs of
Patients questionnaire, studies using this particular tool were viewed to determine the
previous results obtained from hospitalized patients. This review presents a global
perspective o f pertinent studies surrounding spirituality, what patient variables influence
spirituality, and specifically spiritual needs and interventions present in the literature.
Spirituality has been an area o f interest in nursing that has been examined from
various perspectives in nursing literature. Some of the literature on this subject has
looked at the components o f spirituality and sought to identify definitions for these
elements (Vaillot, 1970, Ellis, 1980, Colliton, 1981, O’Brien, 1982, Labun, 1988
Burkhardt, 1989, Emblen, 1992, Harrison, 1993, Goddard, 1995). In addition, nurses
have also sought to define spiritual needs (Stoll, 1979, Highfield & Cason, 1983, Forbis,
1988, Fish & Shelly, 1988). Studies regarding the preparation o f nurses to attend to the
patient's spiritual needs are present (Highfield & Cason 1983, Piles, 1990, Narayanasamy,
1993, Ross, 1994), as well as those that have identified the nurse as one o f the patient's
preferences for assisting them in dealing with spiritual distress (Reed, 1991, Sodestrom &
Martinson, 1987). Other studies have looked at the ability of the nurse to identify
spiritual needs and appropriate interventions (Highfield & Cason, 1983, Emblen &
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Halstead, 1993, Ross, 1994).
Spirituality has been investigated in specific patient populations. Spiritual needs
in community patients have comprised one area o f study (Young, 1993, Forbes, 1994,
Bauer & Barron, 1995). Another patient population that has been studied includes
oncology patients and those suffering with terminal illness (Reed, 1987, O ’Connor,
Wicker, & Germino, 1990, Reed 1991, Broten, 1991, Highfield, 1992, McKinley,
Soeken, & Belcher, 1992). Studies have also been completed in the area of hospitalized
patients and their observations regarding spiritual needs in the presence o f illness
(Sodestrom & Martinson, 1987, Emblem & Halstead 1993). The importance o f correctly
identifying spiritual needs fi-om the patient's perspective has been recognized in literature,
as well as how the assistance in resolving these perceived needs aids the patient's
recovery (Hoskins, 1986, Finney, 1989, Conco, 1995). The significant studies related to
hospitalized patients and spiritual needs will be explored in regard to their significance to
the present study.

Definitions o f Spiritualitv
Numerous definitions have been proposed in order to clarify the meaning o f
spirituality. Related terms such as spiritual needs and spiritual care have been proposed
for clarification. Renetzky (1979) summarized the spiritual dimension in terms o f three
components: 1) the need to find meaning and purpose in life, suffering, and death; 2) the
need for the hope or will to live; and 3) the need for belief and faith in oneself, others and
God. Colliton (1981) described spirituality in an inclusive sense. He stated spirituality
was “the life principle that pervades a person’s entire being, including volitional.
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emotional, moral-ethical, intellectual, and physical dimensions, and generates a capacity
for transcendent values.”
In her analysis o f spirituality, Burkhardt (1989) found numerous authors support
the view o f spirituality as a uniting function or essential component o f a person that
serves to integrate the individual segments comprising the total human being. Her search
revealed three key components o f spirituality. The first component was identified as
“unfolding mystery”, relating to dealing with uncertainty and the search for meaning and
purpose experienced by mankind. The second component was “harmonious
interconnectedness.” This interconnectedness was defined as the consonance uniting the
person to others, the patient’s environment and a Higher Being. It includes the elements
o f love, forgiveness, reconciliation, faith, relatedness, and transcendence. Iimer strength
was the last component identified which exemplified the person’s inner resources, the
vital source of the person, or the essence of the person.
Emblen (1992) sought to define the concepts o f religion and spirituality through
definitions found in nursing literature. The first definition was attributed to Vaillot
(1970) and included the “quality o f those forces which activate us or are the essential
principle influencing us.” In 1980, Ellis described spirituality as the “quality o f having a
dynamic and personal relationship with God.” O ’Brien (1982) described spirituality as
that “which inspires in one the desire to transcend the realm o f the material.”
In 1988, Labun further defined spirituality as a facet o f the individual which is
associated and integrated with the functioning and expression o f all other components o f
the person. It is described as having relational aspects to the function o f the person and
interpersonal relationships as well as transcendent relationships with another realm.
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Spirituality is said to produce “behaviors and feelings which demonstrate the existence of
love, faith, hope and trust therein providing meaning to life and a reason for being.”
Harrison (1993) summarized spirituality as a belief relating a person to the world
that gives meaning and purpose to existence, a central philosophy o f life moving us
forward in our experience o f living, and includes a transcendental relationship or sense of
connection with a Higher Being, God or the Universe.
Goddard (1995) combined the essence o f several authors to define spirituality as a
universal human trait present in each individual regardless o f their religious or non
religious preference. She further denoted the spirit as a nucleus, or an essential part o f the
person which acts as a dynamic force precipitating growth and change. It maintains the
person in a continual process o f emerging, becoming and transcending self which
permeates life with meaning and purpose as well as giving a sense of purpose for
existence.

Definitions of Spiritual Needs
Another approach to defining spirituality is to look at the definition o f spiritual
needs. Stoll (1979) described spiritual needs as involving aspects of forgiveness, love,
hope, trust, and meaning and purpose in life. Highfield and Cason (1983) described the
spiritual dimension as encompassing the need to find answers to the pressing questions o f
meaning of life, illness, and death. Significant relationships with self, others, and God
were also included as part o f spiritual needs. In addition, Forbis (1988) identified
spiritual needs as giving and receiving love, realizing hope, and finding meaning in life,
illness and death.
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Fish and Shelly (1988) defined spiritual needs as the lack o f any factor that assists
the individual with establishing or maintaining a dynamic, personal relationship with
God. They further define these needs in three categories. The first need is to find
meaning and purpose in life. It is the assumption that in every life-altering experience
individuals seek to understand the meaning behind the experience. The second is the
need for love and relatedness. This need is fulfilled in the realm o f developing and
maintaining significant human relationships. The third is defined as the need for
forgiveness. It is the forgiveness that comes fi-om God which gives us opportunity to be
at peace with God, oneself, and others. Forgiveness also fi-ees the individual to love God,
oneself and others.

Definitions o f Spiritual Care
Hubert (1963) defines spiritual care as using simple human ways to assist a patient
to better understand the meaning and purpose of life, provide nurturing of his/her
confidence and faith in God, increasing the patient’s capacity for love, and supporting and
furthering spiritual values as opposed to material values. Lane (1987) explains spiritual
care as supporting the faith needs o f the patient, providing opportunities for devotions,
encouraging connectedness with one’s denomination, cooperating in pastoral care, and
strengthening the ego o f the patient.

Studies on Spiritual Needs o f Patients
Nursing Perspective. Highfield and Cason (1983) conducted a study o f nurses
(n = 35) to examine nurses’ awareness of cancer patients’ spiritual needs and problems.
Clinebell’s framework o f “religious-existential” needs was used for the definition o f
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spiritual needs which included: 1) the need for meaning and purpose in life; 2) the need to
give love; 3) the need to receive love; and 4) the need for hope and creativity. The
researchers used a 49 item questionnaire, comprised o f spiritual behaviors or conditions
previously observed in patients and representing the four spiritual needs identified firom
ClinebelTs theory. Reliability and validity o f the questionnaire were not reported.
Nurses were asked to answer the questionnaire in light of an adult patient they had
cared for who had recently been diagnosed with cancer, had a poor prognosis, and who
was aware o f their condition and prognosis. Caregivers were asked to identify the
elements in the questionnaire as spiritual or psychosocial in nature, rate them on a one to
five scale as to how firequently the patient exhibited the behavior, and place a check mark
next to each item they considered a patient problem.
Nurses had difficulty distinguishing the items which indicated spiritual health,
from the psychosocial dimension. Spiritual behaviors were described as having to do
with the nature o f man, relationship to a Higher Being, as well as beliefs and values o f the
patient. Spiritual behaviors can also be described in terms o f searching for meaning and
purpose as one turns inward to explore the human capacities o f things such as honesty,
love, caring and wisdom (Black & Matassarin-Jacobs, 1993). These behaviors are linked
to the patient’s expression o f the spiritual dimension, however the patient chooses to
express spirituality.
The psychosocial dimension was characterized solely as those relationships and
issues involving the self and others the patient interacts with. Psychological patterns are
individual nonphysical attributes o f the patient comprising thoughts, feelings,
motivations, mental status, personal strengths, and weaknesses. Social experiences
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include those events in the patient’s life that are affected by their relationship with others.
These two components are intertwined within the patient (Black, J. & Matassarin-Jacobs,
E., 1993). Over half o f the respondents identified 56% of the items as belonging to the
psychosocial dimension instead o f identifying them as indicating spiritual health. Even
when the items were grouped into the four categories o f spiritual needs, the nurses had
difficulty identifying them with spiritual health. Fulfillment o f the need to receive love
was the only need identified as belonging within the spiritual dimension. The need to
give love and the need for hope and creativity were considered part o f the psychosocial
dimension by over half o f the sample. At least 44% identified the need for meaning and
purpose in life with the spiritual dimension and 42% thought it should be considered part
o f the psychosocial doniaiii. Tue only items clearly identified with the spiritual
dimension were those items containing a direct reference to God or religious beliefs.
Nurses’ awareness o f patients spiritual needs not being met were examined by
their responses to 31 behaviors and conditions that represented this condition. Again, the
nurses identified 24 o f the items as being within the psychosocial realm. This strong
association with the psychosocial dimension could result in these needs being treated in
the psychosocial realm and not identified and dealt with firom a spiritual perspective.
Awareness o f occurrences o f spiritual problems exhibited by patients was
determined by how frequently nurses thought patients experienced them, and if they
identified the spiritual behaviors and conditions as patient problems. Out o f the 31 items
the respondents marked 16 of these items as occurring frequently among patients and 15
as infrequently. The items identified previously as belonging in the spiritual dimension
were among those the nurses identified as occurring infrequently. However, every item

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

15

classified with the psychosocial realm was marked as occurring frequently. It appears, on
the basis o f these findings, that nurses have difficulty delineating spiritual health from
psychosocial health and tend only to identify specific religious beliefs and practices as
belonging to the spiritual dimension and signifying spiritual health. Results o f this study
indicate a need for further clarification o f spiritual needs experienced by patients and the
nurse’s awareness o f spirituality and intervention.
Piles (1990) conducted a study to determine to what extent spiritual care was
being provided to patients exhibiting evidence o f spiritual needs. The study examined
whether a lack in educational preparation caused nurses to feel inadequate in their ability
to administer spiritual care and whether previously identified obstacles to administering
spiritual care hindered nurses from providing this care in the practice setting. Reliability
and validity o f the questionnaire used in the study was not reported. Nurses from four
regions o f the United States were included in the study, the North Atlantic area. Midwest,
Southern, and Western regions. The stratified random sample consisted o f 176 nurses
(n = 176).
Four o f the hypotheses were found significant at or beyond the .001 level by the
Kendall Tau C and Pearson Correlation Coefficient. The study concluded the level of
practice o f spiritual care was positively related to: 1) the nurse’s perceived ability to
provide care; 2) the education the nurse experienced in a basic nursing program; 3) the
importance the nurse placed on the value o f spiritual care; and 4) the obstacles the nurse
felt existed in providing spiritual care. A fifth hypothesis demonstrated the variables of
ability, education, and opinion were responsible for nearly two-thirds o f the variance in
perceived practice and these variables provided a strong basis for prediction.
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Only 13% o f the nurses reported they used spiritual distress as a diagnosis and as
few as 11% included spiritual needs, interventions, and goals in the nursing care plan.
Lack o f time (87.1%) and lack o f knowledge (70.6%) were perceived as obstacles to
performing spiritual care interventions. This study reinforces the indication that nurses
are not adequately prepared to administer spiritual care nor do they perceive its
importance in holistic care of the patient.
Narayanasamy (1993) conducted a study which observed the extent o f nurses’
awareness and recognition of spiritual needs, examples of spiritual care and educational
needs o f nurses related to spiritual care. The study consisted o f 33 (n = 33) nurses,
residing in England, who were given a questionnaire developed by Chadwick (1973).
Findings from the study were compared to the original United States study (n = 34)
(Chadwick, 1973).
Five questions were asked with choices provided for the respondents to answer
the questions. Question one asked if the nurse felt patients had spiritual needs to which
100% o f the respondents in both studies replied yes. The second question asked how
long it had been since the nurse had recognized a spiritual need in a patient. The highest
response (39.4%) in the original study was in the past week, with the highest response
(30.3%) in the English study being in the past six months. Question three queried to what
degree the nurse felt the patients’ spiritual needs were met. The English respondents
replied they felt they were poorly met (60.6%) and the original study stated they were
adequately met (57.6%). When nurses were asked if they would like further education on
this subject, both studies reported a majority o f yes responses; 90.9% for the English
study and 60.6% for the United States study. Nurses in the United States were
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additionally asked to give an example o f when they gave spiritual care. The majority
(11%) o f the responses reported they gave spiritual care when caring for the dying.
Again, this study supports the supposition that nurses are inadequately educated in the
knowledge and administration o f spiritual care.
In 1994, Ross conducted an exploratory, descriptive study to determine nurses’
perceptions o f spiritual need, spiritual care, how they conducted this type o f care, and
what factors influenced the rendering of spiritual care. Reliability and validity o f the
questions used in the study were not reported. The study was conducted in Scotland with
hospital nursing staff and charge nurses (n = 685).
The nurses were asked what they understood by the term spiritual need. The
majority o f nurses (n = 221, 34.1%) identified it as the need for belief and faith and 70%
reported they determined this type o f need by means o f non-verbal communication from
the patient. Nurses were also asked to relate how nurses respond to a patient’s spiritual
need with 56% (n = 33) answering by referring the patient to others and being with the
patient (n = 121, 18.8%). They (n = 485, 73.5%) believed the nurse plus clergy should
administer spiritual care. The participants felt their effectiveness in responding to
spiritual needs was either totally effective (n = 146, 29.2%) or more effective than
ineffective (n = 276, 55.2%) and determined their effectiveness by observation o f
eustressing characteristics displayed by the patient (n = 174, 37.6%) or that the patient
confirmed the need had been met (n = 78, 16.8%).
In a semistructured interview of a sample of 12 nurses (n = 12) from the
Questionnaire group, there were four main groups o f factors identified which appeared to
influence spiritual care. These included: 1) any type o f problem with nurse/patient
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communication such as deafiiess; 2) a problem with clergy such as not being available or
a lack o f working relationship with the other profession; 3) a lack o f time on the nurses
part; or 4) a lack o f patient privacy. This study reinforces the fact that nurses are
uncomfortable administering spiritual care and tend to refer that care to others. They also
do not understand the scope o f spirituality and its unique significance in the holistic care
o f the patient.

Patient’s Perspective. In order to provide appropriate spiritual care designed to
assist the patient, it is important to determine from the patient’s point o f view what their
experience has been. Clark, Cross, and Deane (1991) worked with a multidisciplinary
team to conduct research focused on spiritual care as defined and needed by the
hospitalized patient. Their study included a convenience sample of 15 adults (n = 15),
ten men and five women, who had been hospitalized within the last six months for cancer
or heart disease. The respondents were all actively involved in Protestant or Catholic
churches and their ages ranged from 55-80 years. Each participant was asked to respond
to the following three questions. Structured interviews were set up using the following
questions. Reliability was not reported for this survey.
Question one: “Was there any one event during your hospitalization that
contributed to your sense o f well-being or provided hope for recovery?” One third o f the
respondents identified nurses and their care giving actions such as giving attention,
answering questions, and having an upbeat and encouraging attitude, as the most
significant contribution to their sense o f well-being or hope. Another one third o f
respondents stated that significant others including family, friends, and clergy provided
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assistance. Prayer was also cited as giving the patient hope.
Question two: “Was there any one event during your hospitalization which created
a negative feeling that influenced your period o f recovery?” There were few negative
responses, but those verbalized were comments about nurses being too busy, taking too
long to answer call lights, a lengthy admission process, unprofessional behavior, or a lack
in technical competence. A lack o f visitation from clergy, the patient’s physical status
and their disease process was progressing faster than they had anticipated were also cited.
Question three: “Explain what experiences, situations, or relationships would have
helped your sense of well-being and/or hope during hospitalization?” Three fourths of
the participants indicated their individual support systems provided the greatest sense of
well-being during hospitalization. Nurses were identified as being an important part of
that support, particularly when they ventured to share feelings, got emotionally involved
with the patient and their family, respected the patient’s faith, or recognized God’s
intervention in the patient’s recovery.
Even though this study lacked strong scientific rigor, i.e. training interviewers
prior to administering the questions, convenience sample used, etc., it does identify the
evidence o f spiritual need in the hospitalized, acutely ill patient and the importance of
nursing behavior in meeting spiritual needs.
Reed (1991) used a convenience sample consisting o f 300 (n = 300) adults: 100
hospitalized adults (n = 100) with incurable cancer who understood the terminal nature of
their illness, 100 hospitalized adults (n = 100) without serious illness, and 100
nonhospitalized well adults (n = 100). These groups were comparable on four key
variables previously noted to influence spirituality: age (M =61 years, range 20-85); sex
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(45 men and 55 women in each group); years of education (M = 12-13 years) ; and
religious background (the majority identified themselves as Protestant [51%] or Catholic
[31%]).
A questionnaire format was used with the initial presenting question, “In what
ways could hospital nurses help you in your spiritual needs?” The question was followed
by seven response categories the respondent could choose from to answer the question.
The first six responses represented spiritual care interventions previously identified in the
nursing literature and the last, an open ended question asking participants to identify and
describe approaches not listed that they considered important. The categories included:
read to you or with you; allow time for personal prayer, meditation, or reading; talk with
you about your beliefs and concerns; provide time for your family to talk, read, or pray
with you; arrange a visit with the minister, priest, or rabbi; and help you to attend the
hospital chapel. Participants could select more than one category when responding to the
initial question. Reliability was not reported for the survey.
Arrange a visit with clergy was the spiritually related nursing intervention most
frequently identified by all three groups (n = 116 [27%]) responding to the Questionnaire.
Providing time for personal spiritual reflection (n = 74 [17%]) and family participation in
spiritual activities (n = 64 [15%]) were the next two most frequently identified categories.
The comparison between terminally ill and nonterminally ill patients related to
nursing interventions revealed the nonterminally ill group preferred more direct nursing
interventions such as the nurse helping them to attend chapel and talking with them about
their beliefs or concerns. On the other hand, terminally ill patients expressed nursing
interventions which focused on providing an environment where the patient could
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privately attend to their spiritual expression such as providing time for spiritual reading,
prayer and reflection alone or with family. This difference elicits a further need to study
nonterminally ill patients and their needs in contrast to terminally ill patients. It also
indicates the importance o f all patients being considered as having a potential need to
receive spiritual care in some fashion.
Conco (1995) conducted a study on a volunteer sample o f ten adults, three men
and seven women, who were Christian patients hospitalized within the past two weeks to
several years. Using a qualitative approach and open ended interviews, the researcher
posed the question: “What is the nature of spiritual care received during an illness
requiring hospitalization?” Content revealed participants felt spiritual care was given and
received in an atmosphere o f physical and emotional vulnerability and at a time o f
receptiveness to spirituality and care. Spiritual care was administered to the participants
by those people who established a connectedness with the patient. This was
accomplished by showing concern to the patient, sharing o f common experiences and/or
similar beliefs. Spiritual care included enabling the patient to experience transcendence
o f the present experience for higher meaning and purpose, enabling hope, and
establishing connectedness with the patient. This study clarified some of the essential
components of spiritual care.
Camp, (1996) used a qualitative study o f 17 post coronary artery bypass patients
to examine what spiritual needs they experienced during their hospitalization and how
these needs were met. Semistructured interviews were conducted five to seven days post
operatively using grounded theory methodology. Several common themes emerged from
the research. The spiritual need o f having faith emerged. This involved the subconcepts
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o f trusting in self to transcend the situation and make the right decision about one’s
health, depending on God to get them through the surgery, and relying on hospital staff to
take care o f them and make sure everything went okay. Spiritual needs were met by
friends and family, hospital staff, and God. This study emphasizes the horizontal and
vertical relationships that exist between the patient, a Higher Power, and others in regard
to spirituality.

Nurses’ versus Patients’ Perspective. Another significant means o f looking at
spiritual needs and appropriate nursing intervention is to investigate the caregiver’s
perception in conjunction with that of the patient. Sodestrom and Martinson (1987)
studied the spiritual coping strategies o f 25 (n = 25) hospitalized, terminal cancer
patients, who knew about their prognosis, and their nurse’s awareness of these coping
strategies. Nurses and patients were interviewed separately to determine the degree o f
agreement on the strategies selected by patients.
The Patient Spiritual Coping Interview developed by McCorkle and Benoliel
(1981) was used during the semi-structured interview o f nurses and patients. The tool
included 30 items describing the patient’s relationship with God or a Higher Being, use o f
spiritual activities and resource people, and perception o f the nurse’s role in spiritual care.
Content validity o f the interview was established by literature review and an expert panel.
Investigators in the study assumed that patients and nurses were reliable in responding
during the study as they answered questions openly, showing no evidence o f withholding
information.
Patients stated they most frequently used personal prayer and asked others to pray
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for them as spiritual coping strategies. The next highest category o f coping activities
included use o f religious television, radio, music, and religious objects. Patients also cited
reading the Bible and attending church as spiritual activities used to cope with their
illness.
Patients relied on various people for spiritual support and enhancement o f their
spiritual coping. Family, clergy, and friends were cited among the top three categories
listed, with nurses named next and physicians last. Some patients said they were unsure
if the nurses and physicians had time to address their spiritual concerns.
Walsh Aspin t-tests were used to determine the difference between patient
responses and demographic variables. Those patients who regularly attended church used
more spiritual resource people during their hospitalization than those who did not
(T[15.7] = 3.56, p < .005). This category o f patients also used more spiritually related
activities to cope during hospitalization (T[18.9] = 5.71, p < .001). Patients who were
aware o f their poor prognosis also used a greater number of spiritually related activities to
cope during hospitalization than those who were not aware of their prognosis (T[4.16] =
2.19,p<.05).
Patients’ suggestions on nursing intervention regarding spiritual care included:
1) allowing the patient to talk or share their feelings about God and be willing to listen; 2)
refer patients to clergy when needed; 3) provide privacy for prayer and assist with prayer
when needed; 4) respect and acknowledge spiritual beliefs; 5) assist with Bible reading if
requested; and 6) comfort patients by being positive, kind, gentle, and giving good
physical care.
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Nurses in the study were asked to identify their patient’s religion, spiritual beliefs,
and use o f spiritual activities and resource people. Forty four percent o f nurses correctly
identified the patient’s religion. Seventy six percent correctly identified that their patients
found meaning and purpose in their lives through a relationship with God. Sixty percent
correctly identified the patients’ reliance on family, nurses and physicians. Forty percent
identified that their patients prayed or asked others to pray for and with them, and 48%
identified their patient’s use o f Bible reading.
Walsh Aspin t-tests were conducted with several variables to ascertain i f there
were any differences in the responses o f nurses and patients. Agreement between nurses
and patients about spiritual coping strategies used did not significantly differ with the
variable o f the nurses’ religion, church attendance, and experience with cancer, or the
patients’ variables of gender or religion. Nurses identified a greater number o f patient
coping strategies when they knew the patients the same or better than other patients they
had previously cared for (t[21.7] = 2.34, p<.05).
Although questions from the Sodestrom and Martinson study (1987) varied from
the Clark, Cross, and Deane study (1991) and the Reed study (1991), spiritual need
elements identified by hospitalized patients are noted to have similarities in their content.
Their perceptions of how nurses can intervene with spiritual care show some similarities
as well. Demographic variables such as frequency of church attendance and perception of
prognosis were shown to have an effect on the use of spiritual coping strategies.
Emblen and Halstead (1993) conducted a qualitative study to identify perspectives
and compare meanings held by patients, nurses, and chaplains regarding spiritual needs
and related interventions. The study used a convenience sample o f surgical patients
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(n = 19), surgical nurses (n = 11), and hospital chaplains (n = 7). The identified groups
were asked a series o f questions designed to elicit information regarding the study
purpose. The validity o f the research questions was established by a panel o f experts. A
list o f categories was established firom the interview transcripts which included religious,
values, relationships transcendence, affective feeling, communication, and other.
The first research question stated, “What do patients, nurses, and chaplains mean
when they use the phrase spiritual need?” Respondents from all three groups identified
responses under the categories of: 1) religious; which included items such as prayer,
spiritual assistance, religious support, confession, and Bible reading; 2) values; which
included items like hope, faith, and well-being; and 3) relationships; which included
presence, people caring and reaching out. Other categories identified were 4)
transcendence; which included a need for a more powerful than earthly being, a
dimension other than physical or mental, and assurance of God’s presence; and 5)
conununications; including items such as talking and listening.
The second research question was, “What do patients, nurses, and chaplains
identify as nursing and chaplain interventions for patients’ spiritual needs?” The patients
designated 1) prayer and scripture under the religious category; 2) compassion for the
values category; 3) with relationships they identified presence; 4) under communications
they identified talk, touch, and smile; 5) with other, they identified refer the patient, the
provision o f physical care, accept the treatment plan, and assess need.
Nurses and chaplains identified the need for prayer and religious support and
chaplains identified Bible reading and confession. Chaplains designated nursing
interventions as reading scripture and being sensitive to patients’ spiritual needs and also
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values for nurses as treating patients well and acceptance o f the patient. For themselves,
they included scripture reading, the administration o f sacraments and using religious
traditions when patients expressed a need during acute illness. These two groups also
agreed presence should be included as a need.
Research question number three stated, “How do nurses’ and chaplains’
perspectives o f patients’ spiritual needs relate to their designation o f spiritual
interventions for themselves and for members of the other group?” Analysis revealed
congruity between chaplains’ and nurses’ responses regarding perspective and
intervention for spiritual needs.
In summary, the study ranked spiritual interventions in the following order: talk
(listen), offer prayer, read scripture, be present, and make referrals. The nurses’ preferred
options for responding to the patient’s spiritual needs were listening to the patient express
their key concerns, praying with the patient, reading favorite portions o f religious
writings, spending time with the patient, and making referral to a chaplain for the patient.
Again, previously noted spiritual needs and interventions were also brought out in this
study.
Highfield (1992) also studied the spiritual health o f patients and how well nurses
assessed spiritual health. The purpose o f the study was to determine if the nurse-assessed
spiritual health o f oncology patients differed from the self-reported spiritual health o f
oncology patients and what factors were related to spiritual health in regard to oncology
patients.
The study included a convenience sample o f 21 nurse-inpatient pairs (n = 42)
consisting o f registered nurses who were paired with patients they were taking care o f
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who had a diagnosis o f primary lung cancer. The patient Spiritual Health Inventory (SHI)
was administered to the patients and the nurse form o f the same inventory was given to
the caregiver.
Oncology patients reported a moderately high level o f spiritual health in the study.
Older patients (r=0.4299, p<0.02) and those with less distressing physical symptoms
(r=0.4564, p<0.014) reported higher levels o f spiritual health than younger patients or
those who had more physical symptoms. There was no relationship (r=-0.25l3, p<0.14)
between the self-reported spiritual health o f patients and the nurse-assessed spiritual
health of those patients. This suggests the nurse respondents did not accurately assess the
spiritual health o f their patients.
Patients ranked family members or friends and a personal pastor or rabbi as their
choice for a spiritual care giver with nurses as their fourth choice in spiritual care.
Researchers felt an ongoing relationship played a significant part in the choice of the
patient for administration o f spiritual care, and as seen in previous studies, this may well
be the case. Highfreld’s study (1992) continues to support the need for nurses to know
more about spiritual needs and how to intervene with appropriate spiritual care. Turning
the search o f the literature to another area o f specific study brings one to the spiritual need
studies conducted with a group of particular patient diagnoses.

Spiritual Needs in Specified Patient Populations. Much of the study of spirituality
and spiritual needs has been conducted in the area of oncology. O’Connor, Wicker and
Germino (1990) researched patients who had recently been diagnosed with breast, lung,
or colorectal cancer and their search for meaning in life. Thirty patients (n = 30) were
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randomly selected from a sample who had recently participated in another larger study.
A semi-structured interview was used to elicit the subjects own description o f
experiences, thoughts, emotions and concerns. The second portion gathered responses
regarding 11 areas o f possible concern; physical symptoms, feelings, handling feelings,
dependency on others, work and finances, professional care, information about the cancer
and its treatment, religion and faith, relationships with others, and the future and meaning
o f life. Data on the patient’s personal search for meaning were analyzed using content
analysis techniques and a coding scheme was devised. Inter-rater reliability was
approximately 90% for identification o f comments and concerns pertinent to the research
question and 80% for the selection of the coding category in which to place responses.
Six major themes were identified and included: 1) seeking an understanding o f the
personal significance o f the cancer diagnosis (87%, n = 26); 2) looking at the
consequences o f the cancer diagnosis (100%, n = 30); 3) review o f life (40%, n = 12); 4)
change in outlook toward self, life, and others (22%, n = 73%); 5) living with the cancer
(100%, n = 30); and 6) hope (87%, n = 26). Faith and social support were two sources o f
support found to assist these patients in their search for meaning. Again, spiritual needs
are identified in the patient in the initial stages o f cancer diagnosis as the patient seeks to
understand the illness and to place it in the context o f his or her life.
Broten (1991) studied a convenience sample o f 40 hospitalized, terminally ill
cancer patients between the ages of 30 and 74 from major medical centers in western
lower Michigan. The Patient Perception of Spiritual Care Questionnaire was developed
by the researcher to determine the patients’ perceptions o f nurses’ behaviors and their
importance to the patient. Ten of the questions concerned the religious aspects o f
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spirituality and eight items concerned the existential aspects o f spirituality, i.e. those
values not necessarily related to a Supreme Being or religious tradition. Content validity
was based on a previous study validating the behaviors in the Questionnaire as
appropriate to the spiritual care role o f nurses and further supported by nursing literature.
Reliability for this tool was not reported. Responses o f subjects to each item were
analyzed with the variables age, gender, religion, and length o f hospitalization.
In regard to 11 o f the 18 spiritual care items, respondents (50%) related someone
had provided spiritual care. These interventions were carried out by nurses, as well as
pastoral care, families, friends, and church members. However, at least 50% o f the
respondents reported they had received no spiritual care in regard to seven of the items.
These included: talking about the patient’s hopes and dreams (33%); listening to the
patient’s fears o f dying (52%); assisting the patient in carrying out spiritual practices
(4%); providing spiritual material (39%); discussing with the patient the meaning and
purpose o f life (23%); assisting in planning the future (26%); and providing privacy for
prayer (54%). The study revealed spiritual care intervention decreased with age, but
increased with length o f hospitalization.
The interventions deemed important by patients were: 1) ask patients if they want
to talk to clergy; 2) pray with the patient; 3) talk about God; 4) show kindness and
concern; 5) read scripture; 6) listen to the patient talk about God; 7) listen to the patient
talk about fears o f dying; 8) assure patients of the presence of a Supreme Being; 9)
arrange a visit from clergy; 10) and pray for the patient. This study indicates the nurses
reluctance to discuss some o f the issues related to spiritual care with patients and a need
for further delineation o f appropriate intervention on the part of the nurse.
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In 1987, Reed conducted an extended research study on the significance of
spirituality among terminally ill adults. Three hundred adults from the southeastern
United States were divided into three groups. Group one included terminally ill
hospitalized cancer patients who were aware of the terminal diagnosis o f their illness.
Group two included nonterminally ill hospitalized patients and Group three included
healthy nonhospitalized adults. The groups were matched on four variables that may
influence spiritual perspective: age, gender, years of education, and religious background.
The Spiritual Perspective Scale (SPS) was used to measure the extent to which
spirituality permeated the patients in each group and whether they engaged in spirituallyrelated interactions. Reliability o f the SPS was measured by Cronbach’s alpha with alpha
coefficients o f .93 in Group two to .95 in Groups one and three. Construct validity was
found in this sample study as well as in previous research with women and those who
reported having a religious background scoring higher on the SPS than other groups.
The Index of Well-Being (IWB) was also used to measure participants’
satisfaction with life as it was currently experienced. Reliability was demonstrated with
alpha coefficients above .89 and item-scale correlations at .67 and above. Concurrent
validity was also estimated to be moderate by a Pearson correlation o f .35 found between
well-being and two other variables, self-esteem and self-competence. In addition to these
tools, the patients were asked to rate their health on a Likert scale to determine their
understanding o f their health status. An open-ended question about changes in spiritual
views in recent months or years was also asked.
Hypothesis one which stated terminally ill hospitalized adults indicate greater
spiritual perspective than either nonterminally ill hospitalized adults or healthy
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nonhospitalized adults, was supported. Hypothesis two stated there is a positive
relationship between spiritual perspective and well-being in the terminally ill hospitalized
group. This hypothesis was also supported. IWB scores were highly similar between the
three groups and indicated a moderately high degree o f well-being. Perceived health was
rated lower by Group one than Group two and Group three rated their health higher than
Group two.
Changes in spiritual views elicited from the open-ended questions revealed
approximately the same number o f individuals in Group one (n = 44) indicated a change
in their spiritual views as in Group two (n = 42). Fewer participants in Group three
(n = 28) indicated change. In Group one, 39 (n = 39, 88.6%) participants and in Group
two, 23 (n = 23, 54.7%) participants who indicated a change represented it as a movement
toward greater spirituality as evidenced by a stronger faith and/or more meaningful or
frequent prayer. Group three participants, 16 (n = 16, 57.1%) who indicated a change in
their spiritual views stated they had an increase in spiritual beliefs or behaviors.
On the other hand, an equal percentage (14.3%) o f participants in Group two and
three and 6.8% in Group one reported their spiritual beliefs had waned. Group three had
17.8% o f their participants. Group two included 11.9% from their group, and Group one,
4.5% o f their participants stated they had experienced a disregard o f childhood rituals or
certain religious teachings. Thus, decreasing incidence of loss o f faith or disregard for
childhood religious beliefs moves from Group three down to Group one. Also, a greater
amount of terminally ill adults (Group one) indicated a change toward spirituality than the
other two groups. Chi-square analysis o f all three groups in relation to change toward
increased spirituality was significant (X^ = 10.70, p< .01). In addition, SPS scores and a
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change in spiritual views was found to correlate positively in each group. This study
indicates the increase in spiritual awareness in hospitalized patients particularly those
who are terminal and its results are geared toward this group o f patients. After studying
the specific patient populations research in relation to spirituality, the tool to be used for
the proposed study, the Spiritual Needs o f Patients, will be examined to determine the
results obtained fi’om the tool thus far.

Studies Using Spiritual Needs of Patients Questionnaire. The Spiritual Needs o f
Patients Questioimaire was developed by Martin, Burrows, and Pomilio (1976) from two
earlier studies which surveyed the spiritual needs of patients. The first study was a pilot
project conducted by Nurses Christian Fellowship in 1969 (Hess). Questions for that
study were designed to elicit what spiritual needs hospitalized patients and extended care
patients had experienced and the assistance they had received in regard to these needs.
The second study was conducted in 1975 by Weiler to survey the types of pastoral care
desired by patients.
The Spiritual Needs o f Patients Questionnaire uses the information on spiritual
needs and interventions gathered from these two original studies to elicit information
from patients using a Questionnaire form. There are three parts to the Questionnaire with
a demographic section, which elicits information from the patient regarding the variables
o f age, gender, and church affiliation, which have been shown in other studies to
influence spiritual needs. Section two asks the respondent to use a 5-point Likert scale to
indicate their agreement or disagreement with ten statements about the spiritual
dimension o f care. Section three contains a list o f seven types of spiritual needs reported
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in the previous studies which the respondent is asked to rank in importance to him. The
second part o f this section asks the respondent to mark which o f eight possible nursing
interventions would be appropriate for nurses to use when administering spiritual care.
The information gained from the Questionnaire has been frequently cited in subsequent
literature and used twice in other thesis work reported later. It is a Questionnaire which is
not lengthy for the patient to fill out and yet surveys a well-rounded amount of
information in regard to previously identified needs and additionally elicits information
about interventions. The original study was followed by an interview of the patient to
elicit fiirther information about spiritual needs and interventions as well as information on
church attendance, another variable shown to influence spiritual needs.
The pilot study conducted by Nurses Christian Fellowship (Hess, 1969) to identify
patients’ awareness o f their spiritual needs surveyed 109 patients (n = 109) from hospitals
and extended care facilities in various parts of the United States. Patients were asked a
series of questions about their spiritual needs and the assistance they received in resolving
needs. Prayer was the most frequently expressed need as well as loneliness and the need
for an awareness o f G od’s presence. Other needs expressed by the participants included
fear o f surgery and death, a need to find meaning and purpose in life, death and suffering,
feelings o f guilt, loss o f faith, doubt, and a need to express faith by visible and tangible
religious observances such as Bible reading. Holy Communion, church attendance and
the lighting o f candles.
Patients were also asked who they turned to in order to discuss their needs and
when interviews deemed it appropriate, respondents were asked how nurses might help
patients meet spiritual needs. Patients expressed the desire for assistance from clergy
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most frequently, with nurses ranked second, followed by family members, and friends. In
regard to nurses assisting with spiritual need, the respondents indicated they felt nurses
were too busy and were unsure as to whether this was part o f the nurses’ responsibility.
On the other hand, they felt nurses could help in this area by listening, referring to clergy,
being sympathetic, and willing to discuss religious matters. This study identifies nurses
as significant providers o f spiritual care and was one o f the first major studies o f its kind.
The descriptive study which generated the Spiritual Needs o f Patients
Questionnaire tool used the Questionnaire and a follow up interview conducted by
Martin, Burrows and Pomilio (1976). They studied a convenience sample o f 90 (n = 90)
hospitalized patients, with no specific diagnosis, from two New York general hospitals.
The data revealed 48% (n = 3 1) of the patients indicated they experienced spiritual needs.
Men expressed needs for support, hope, help, conversation, a relationship to God and
freedom from discouragement. Women expressed needs such as relief from nervousness,
worry, fear, loneliness, concern for husband and children, fear o f tests and diagnosis,
knowledge of God’s presence and relatedness, need for calmness, comfort, salvation,
help, desire to see a clergyman, communion, and to seek a reason for their suffering.
Patients felt nurses could assist patients in this area by listening to the patient and
allowing them to talk, referring the patient to clergy, being pleasant, caring, kind, polite,
comforting, encouraging and understanding, reading scripture to patient, being there for
the patient, as well as giving good care. A Mann-Whitney U test was performed to test
the null hypothesis that the measurement of one group was equal to another group in
regard to the responses showing interest in spiritual care and the perceptions of the
nurse’s role in providing that care. Groups were tested on variables of age, gender.
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religious affiliation, frequency o f church attendance and frequency o f hospitalization.
Frequency o f church attendance did not show a difference between the groups. However,
there was a significant difference (z=2.71, p<.01) shown between men and women
regarding their interest in spiritual care and the nurse’s role in providing that type o f care.
There was also a difference shown between groups with one hospitalization and those
who had been hospitalized five times or more in the same time firame (^ 2 .7 1 , p<.01).
Age was found to show a significant difference in the way two groups, those in the 39 and
under group and the 65 years and older group, regarded interest in spiritual care and the
nurse’s role in spiritual care (^ 2 .7 3 , p<.01). Other groups did not significantly differ.
This study used a convenience sample for its participants and did not test the reliability or
validity of the Questionnaire.
Hoskins (1986) conducted an exploratory study using the same Spiritual Needs of
Patients Questionnaire developed by Martin, Burrows, and Pomilio (1976) to determine
what hospitalized patients perceived as spiritual needs and nursing interventions
appropriate for spiritual care. Two metropolitan hospitals were used as research sites and
a convenience sample o f 30 patients (n = 30), with no specific diagnosis, were recruited
from each hospital. The reliability o f the Questioimaire was tested using a pre-test/post
test evaluation with ten patients previously hospitalized. The Pearson’s product
correlation coefficient was 0.98.
Three different groups felt more strongly about the need for spiritual care and the
nurse’s role in providing that care. These included female subjects in the 40 to 65 years
o f age group, all subjects in the 66 years of age and older group, and participants from the
religiously affiliated hospital. The study found no significant difference between the
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groups in regard to frequency o f church attendance and their views on spiritual care.
Both hospital’s subjects ranked the same four spiritual needs as being most important to
them. They included prayer, knov/ledge of God’s presence, visit from clergy, and
expression o f caring and support from another person in the top four places in their
ranking. Participants chose two areas most often for nursing intervention which included
show kindness, concern, and cheerfulness when giving care, and listen to a patient talk
about his/her concerns for family members.
In addition, 92% o f participants felt that a person who is ill thinks more about
his/her relationship to God. This positive response reinforces other studies’ findings that
agree spiritual needs may be present during hospitalization. The study also found that
71% o f the participants believed nurses were qualified to meet spiritual needs and 70%
also disagreed that patients’ beliefs about God were too personal to discuss with the
nurse. Thus, the study reinforces the concept that nurses should be involved with
administering spiritual care.
The Hoskin’s (1986) study is limited in its geographical scope to two metropolitan
hospitals in the Southeast as well as using a convenience sample for its participants. The
report of the study does not define or name a specific patient population used as its
participants. However, it does sample hospitalized patients and provide further
information to add to the study done by Martin, Burrows, and Pomilio (1976).
Finney (1989), used the Spiritual Needs of Patients Questionnaire in an adapted
version to complete a study o f 57 medical/surgical patients (n = 57) collected by
convenience sample in two hospitals in the southeast. Reliability and validity o f the
Questionnaire were not established in this study.
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Conclusions from Finney’s (1989) study included the following:
1. Clients (84%) in medical-surgical units think more about their relationship to God
than before hospitalization or illness.
2. The common ways clients in medical-surgical units think nurses could give spiritual
care are: a) show kindness, concern, and cheerfulness (n = 54, 94.7%); b) encourage the
client to talk about anything that is bothering them (n = 44, 77.2%); c) refer the client to a
clergy or priest (n = 42, 73.7%); d) listen to a client talk about God and/or their religious
beliefs (n = 40, 70.2%); e) pray with a client (n = 35, 61.4%); f) talk about God and
religious beliefs (n = 32, 56.1%); g) obtain scriptures or other religious material for the
client (n = 32, 56.1%); and h) participate in reading scripture to a client (n = 29, 50.9%).
3. Clients’ in medical-surgical units most important spiritual needs are the knowledge of
God’s presence (n = 22, 38.6%) and prayer (n = 13, 22.8%), and in addition expressions
o f caring and support from others (n = 8, 14.0%), the purpose and meaning o f life (n = 4,
8.8%); visits from clergy (n = 5, 8.8%), relief from fear o f death (n = 5, 8.8%), and the
sacraments and communion (n = 2, 3.6%).
4. Age is a factor in the ranking o f spiritual needs. Mann-Whimey U tests confirmed
young adults (18 to 30 years o f age) ranked relief from fear o f death as more important
than the group 31 to 50 years o f age (z = -2.5712) and the group 70-i- years o f age
(z = -2.0512). The group 50 to 70 years o f age ranked relief from fear of death more
important than the 31 to 50 years o f age group (z = - 1.9312). The purpose and meaning
o f life ranking was also different between the 31-50 group and the 70+ group
(z = -3.0517).
5. Spiritual care is an important need to the hospitalized client. It is a universal need not
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bound by gender or age.
Finney’s (1989) study further substantiates the other studies using the Spiritual
Needs o f Patients Questionnaire. However, a convenience sample was used and thus the
study cannot be generalized beyond the sample population. Furthermore, the study only
looked at the variable o f age in relation to the ranking o f spiritual needs.
In summary, the literature identifies that hospitalized patients have an increased
interest and need to deal with the spiritual aspects o f life. Turning to sources o f spiritual
comfort assists the patient in coping with illness. Indeed, as Shaffer (1991) identified, the
crisis o f critical illness may present for patients and their relatives, the initial encounter
with the spiritual self and the first examination o f the meaning and purpose in life.
Helping identify and meet patients’ spiritual needs is an essential part o f holistic care for
hospitalized patients. The broader the range of spiritual needs nurses can identify and
respond to at the deepest level, the more likely it is that patients’ spiritual needs will be
met and an optimum level of total health, well-being and quality o f life will be facilitated
(Ross, 1994).

Summary
The literature has identified spiritual needs in several patient populations, but few
studies have used medical-surgical groups as a specific group o f study. In addition, many
o f the studies used convenience samples and numerous studies have used interview
techniques to determine spiritual needs so quantitative analysis in this area is lacking.
Finally, the majority of studies concerning spirituality were conducted prior to the
drastic changes occurring in the past few years to health care in general. In the majority

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

39
o f cases, the studies are outdated. Shorter stays and decrease in staff have dramatically
changed nursing care in many hospitals. Using a different group o f patients, random
sampling, and a changing health care system, this study may generate a different view o f
spiritual needs than previously identified. There is also a resurgence o f interest by the
public regarding spirituality. Many books and articles targeted toward the general public
are increasing the patient’s awareness and interest regarding the spiritual dimension. As
nurses, it is important to determine the current thinking o f the patients we are caring for
in this new environment.
Additionally, in order to optimally meet the patient’s spiritual needs, nurses must
seek to define the patient’s perceived view o f his spiritual need as well as interventions
perceived as appropriate for this type o f distress. When comparing nurse and patient
perceptions, the literature reveals that nurses are not always able to determine essential
aspects o f the patient’s spirituality such as the patient’s spiritual health (Highfield, 1992)
or the patient’s coping strategies (Sodestrom & Martinson, 1987). Looking at spiritual
needs and interventions from the patient’s point of view instead of the caregiver’s will
assure that information gathered w ill represent the patient’s perspective and increase the
likelihood that interventions based on the research will be patient centered.
Research evidence is needed to clarify the patient’s spiritual needs as related to
illness. Without this information, it is not possible to judge to what extent the patient’s
spiritual needs are met (Harrison, 1993). If nurses respond to patients’ spiritual needs
from their own point of reference, such interventions may be inappropriate or viewed
differently from the patients’ perspective as was exemplified in several of the comparison
studies. (Emblen & Halstead, 1993. Sodestrom & Martinson, 1987, Highfield, 1992).
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Therefore, an important aspect o f assessment for nurses is to ascertain what the patient
identifies as spiritual needs and how he perceives the nurse’s role in meeting those needs.
The variables, found in previous studies to influence spiritual needs in patients, should be
currently tested as well. The further substantiation o f these needs, appropriate
interventions, and variables will only serve to clarify and firm the foundation o f what
spiritual needs are experienced by hospitalized patients, particularly those acutely ill in
medical-surgical areas and their preferences for nursing intervention.
The Spiritual Needs o f Patients Questionnaire used in this study is compatible
with and encompasses the definitions chosen to delineate the concepts pertinent to this
area of study. Spirituality for the purposes of this study is defined as an aspect o f the
person that is related to and integrated with all other aspects o f the person as well as
having a relational nature with others and a transcendent relationship with another realm.
It is also deemed as producing behaviors and feelings which demonstrate the existence o f
love, faith, hope, and trust augmenting the meaning o f life and reason for being.
Questions in the tool which ask the patient about one’s relationship to God during illness,
interaction with the nurse regarding spiritual issues, interaction with clergy, and spiritual
needs which identify interrelationships operationalize this definition of spirituality.
Asking the patient to respond to identified spiritual needs such as purpose and meaning in
life, expressions o f caring and support from another person, praying with a patient are a
sample o f the questions contained in the tool and relate to the behaviors and feelings
contained in the definition used for spirituality.
Spiritual needs are designated as the need for meaning and purpose in life, the
need to give and receive love, the need for hope and creativity and the need for
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relationship with a Higher Being. Spiritual needs are operationalized within the Spiritual
Needs o f Patients Questiormaire in Section three. In this section the patient is asked to
rank spiritual needs such as relief from fear o f death, expression of caring and support
from another person, and purpose and meaning in life. Section three contains a portion o f
the spiritual needs surveyed by the Questionnaire which relate with the above definition.
These defined needs are also included in the statements o f Section two which ask the
patient to determine their preferences for nursing intervention in spiritual care.
The literature generally defines spiritual care as the provision of nursing care
designed to restore or enhance a patient’s spirituality. The statements contained in
Section two and in particular Section three, are interventions identified previously by
patients as ways in which the nurse can successfully intervene when spiritual distress may
be present. Reading scriptures, encouraging the patient to talk about issues that are o f
concern, referring the patient to appropriate clergy would all be positive ways to restore
or enhance a patient’s spirituality and thus support this definition of spiritual care.

Conceptual Framework
The Neuman Systems Model presents an ideal framework for this study as it
embraces a holistic view o f the client. In addition, the Neuman Nursing Process format
includes the client perceptions as an integral part o f the assessment process and involves
the client in mutual goal setting with the nurse to determine appropriate interventions.
In the Model, the client system interacts with the internal and external
environment through five variables. These variables are identified as the physiological,
psychological, sociocultural, developmental, and spiritual components of the client
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system. The model is concerned with stress and the system’s reaction to the stressors
encountered in the environment which can threaten the steady state o f the system.
Wellness is identified as the system acting in a state o f stability within its environment.
The core o f the system consists of base elements described as innate or genetic
factors. The concentric rings, called the lines o f resistance, which are located around the
core protect the system integrity. The system is surrounded by an outer boundary called
the flexible line o f defense. This line protects the normal line o f defense which is
described as the usual wellness state o f the system. It acts-as a buffer against intrusions o f
stressors toward the normal, stable state of the client. The flexible line o f defense is a
dynamic line changing and flexing according to the stressors it reacts to. Its effectiveness
can be altered by multiple stressors impacting it and if a stressor intrudes this flexible line
o f defense as well as the normal line o f defense, a reaction will occur in the core
structure.
In addition to these lines, the additional lines called the lines o f resistance include
protective properties related to the five variables mentioned previously. There is an
exchange of information from the environment in and out through these lines of defense.
These lines are activated when there is an invasion o f the normal line of defense by
stressors. They contain resources that support the core structure and normal line o f
defense thus acting to stabilize system integrity.
The normal line o f defense is a solid line and represents what the client system has
become. Deviancy from the usual wellness state can be measured against this line as it
represents the stability and integrity o f the system itself. It can expand and contract as the
system becomes able to deal with stressors of a greater or lesser level. Prevention o f
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stress can occur at the primary level before a reaction to stressors has begun, at the
secondary level after the system has responded to a stressor, or at the tertiary level after
treatment for the stressor has occurred.
The spiritual variable has been identified and added to the Neuman Systems
Model. Even if the spiritual component is not acknowledged by the client system, it is
still said to exist. The spiritual variable is deemed to permeate all the other variables. It
is believed that the spiritual variable is affected or affects the other variables and thus the
relationship can influence the other variables positively or negatively. Primary
prevention in the spiritual arena consists o f identification o f the coping strengths o f the
client system and support o f activities which will enhance spirituality o f the client.
Secondary prevention consists o f collaboration between the nurse and client to establish
goals which alleviate symptoms o f spiritual distress and restore spiritual wellness.
Tertiary prevention supports existing spiritual coping mechanisms, conserving the client
system’s energy, facilitating adaptation, and educating the client regarding spiritual
resources designed to strengthen the lines o f resistance and promote wellness.
The environment, according to the theory, can be defined as the elements that
influence the client system. The environment maintains a reciprocal relationship with the
client system which influences it positively or negatively. It consists o f the internal
environment which contains the internal forces or influences within the client system.
The external environment contains all the elements that influence the client system
outside its boundaries. The created envirorunent is defined as an open system which
tends to exchange energy with the internal and external environments. It has an
insulating effect and tends to be unconsciously apparent. It acts as a protective
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mechanism which shields or provides a safe area for the client and pervades the whole
system and beyond to the external environment (Neuman, 1995).
In summary, the Neuman Systems Model provides a framework to identify
spiritual needs from the patient’s perspective. The identification o f spiritual needs and
interventions will assist nurses in maintaining the integrity o f the client system, provide
interventions to restore systems in need o f secondary prevention and alleviate spiritual
distress as well as promote a system o f spiritual wellness by reinforcing the client system
with spiritual resources designed to promote optimal wellness.

Research Questions
The following research questions were asked by this study:
1. What do hospitalized patients on a medical/surgical unit identify as spiritual needs?
2. Which spiritual needs are perceived as most important and least important by
hospitalized patients?
3. What are the expectations o f medical/surgical patients in regard to the nurse’s role in
assisting them in resolving identified spiritual needs?
4. What is the influence o f age, gender, church affiliation, frequency o f church
attendance, self perception o f health status, and frequency o f hospitalization on patients’
perceptions of spiritual care?
Definition o f Terms
1. Spirituality - An aspect o f the total person that influences as well as acts in
conjunction with other aspects o f the person and is related to and integrated with the
functioning and expression o f all other aspects o f the person. It has a relational nature
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which is expressed through interpersonal relationships between persons and through a
transcendent relationship with another realm. It produces behaviors and feelings which
demonstrate the existence o f love, faith, hope and trust resulting in the augmentation o f
meaning to life and a reason for being (Labun, 1988).
2. Spiritual need - Can be encompassed in the following five concepts: a) the need for
meaning and purpose in life; b) the need to give love; c) the need to receive love, and d)
the need for hope and creativity (Highfield & Cason, 1983) and e) the need for
relationship with a Higher Being (Hess, 1969, Stoll, 1979).
3. Spiritual care - The provision o f nursing interventions designed to restore or enhance a
client’s spirituality.

Assumptions
The assumptions in this study include:
1. All people have a spiritual dimension, whether or not they choose to participate in
formal religious practices.
2. Patients can identify their own spiritual needs.
3. A caring relationship must exist between the patient and nurse in order to assist the
patient in resolving their spiritual needs.
4. Patients can identify nursing interventions that would assist them to meet their
spiritual needs.
5. Patients will be truthful in their answers when responding to the Spiritual Needs o f
Patients Questiormaire.
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METHODS AND PROCEDURES

The purpose o f this study was to investigate what hospitalized patients identify as
spiritual needs during illness and the expectations o f patients in regard to the nurse's role
in assisting them in resolving those needs. In addition, data was gathered to determine
the influence o f previously identified variables that may influence the patient’s perception
o f spiritual care. This chapter identifies the methods and procedures related to this study
including the research design, setting in which the research was done, methods to ensure
human subject rights, data collection, and data analysis.

Research Design
This study was a descriptive, exploratory study focusing on patients in a hospital
medical-surgical acute care setting. Descriptive research endeavors to describe
phenomena rather than explain it. This type o f research attempts to accurately portray the
characteristics o f individuals, situations, or groups and report the frequency with which
phenomena occur (Polit & Hungler, 1995). Exploratory studies endeavor to increase the
knowledge base o f the field o f study (Bums & Grove, 1997). These studies are
conducted in order to explore the dimensions o f the phenomenon, the maimer in which it
is presented, and the other factors it is related to (Polit & Hungler, 1995).
46
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The Spiritual Needs o f Patients Questionnaire developed by Martin, Burrows, &
Pomilio (1976) was used to examine the patient's perception o f spiritual needs and
corresponding dimensions o f nursing care, as well as the nurse's attitude and
qualifications to administer spiritual care. This tool was chosen because it surveyed
patients’ perceptions o f spiritual needs and nursing interventions. The Questionnaire was
developed from information gathered from patients in two previous studies (Hess, 1969,
Weiler 1975). It supports Neuman’s Systems Model as its intent is to assess the client’s
perspective in regard to the spiritual dimension, identify potential stressors, and assist
nurses in developing client-centered nursing intervention. The Questiormaire endeavors
to further the Neuman’s System Model by providing research which represents the
“systematic process o f gathering data from the real world to gain solutions, discover
answers and interpret new ideas, facts, or assumptions and relationships” (George, 1990).
The more information gathered in relation to a theory, the more the theory is validated
and the more useful it becomes to nursing practice (George, 1990).

Research Setting
The hospital chosen for this study serves a rural population in southem Utah and
acts as a regional center for acute care. The facility houses 135 beds and maintains a 93%
occupancy rate. The not-for-profit facility serves a population base o f approximately
45,000 people in the surrounding region. The units chosen for this study were a surgical
unit which serves patients receiving surgical intervention and a medical unit admitting
those with acute medical problems requiring hospitalization. The third unit chosen for
the study was a combined medical/surgical overflow unit. This hospital serves patients
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who are referred by private physicians from southem Utah, northem Arizona, and
southem Nevada.

Sample
The study was conducted by sampling an adult population, classified as those 21
years and older. Patients from these three units consisted o f Medicare and Medicaid
patient populations as well as those classified as private pay and private insurance
patients. The study included patients who were expected to stay a minimum o f two days
in the hospital. Only those participants who were able to speak, read and write English,
and were physically and mentally competent to fill out the Questionnaire were included in
the study. Competence in both physical and mental areas was determined by the nursing
staff responsible for the care o f the individual patient.
The sample size included 73 participants who willingly agreed to participate in the
study and met the criteria mentioned above for the target population. Patients were
randomly selected by using odd number rooms on both the surgical and medical floors on
Monday, Wednesday, and Friday and even numbered rooms on Tuesday and Thursday.
All hospital rooms in the designated facility are one-patient, private rooms. Using this
type o f systematic sampling allows the opportunity for patients represented in the
designated population to have equal probability of being selected to represent that
population in the resulting sample (Polit & Hungler, 1995). Patients were invited to
participate in the study just prior to discharge in order to assure they were in a state o f
clear thinking, stable physical condition, and their recovery had progressed as evidenced
by their imminent discharge from the hospital.
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Human Subject Rights
Participation by patients in this study was voluntary. A cover letter was included
with the Questionnaire given to each patient. The cover letter informed the participant
about the purpose, significance, and implications o f the study and how the retrieved data
would be used. Anonymity and confidentiality was guaranteed to all participants.
Completing the Questionnaire signified consent o f the patient to participate in the study.
All patients were informed their participation was completely voluntary, and that they
could withdraw from the study at any time without compromise to their care. The risk for
participating in this study was identified to the patient as close to zero as the study did not
identify individual participant’s responses. The benefits, as explained to the patient, were
directed toward profiting the future o f patient care by nurses regarding the area o f
spiritual care. Data collected from the participants was kept in a locked file with access
only to the investigator.
The UNLV Department o f Nursing Human Rights Review Committee and UNLV
Human Rights Review Committee approved the study, as well as the participating
hospital's Internal Review Board.

Data Collection
The study was conducted in the following manner. Eligible patients were
identified by the unit nursing staff and the investigator according to the room selection
procedure previously described. The patient was included in the study when the
investigator validated their eligibility in meeting the study’s criteria.
The investigator entered the patient's room with the Questionnaire and the cover
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letter explaining the purpose o f the study and informed the patient that the study would be
conducted keeping patient information confidential and anonymous. The procedure for
filling out the Questionnaire and collection of the completed form was explained to the
patient and any questions concerning the study were answered. Patients were then asked
if they wished to participate in the study and informed that by filling out the
Questiormaire they were giving consent to participate in the study. The investigator
requested the patient place the completed Questiormaire in an envelope provided. The
patient was given at least an hour to fill out the Questionnaire and then the investigator
returned to pick up the envelope, or the Questiormaire was turned into the patient’s nurse
who would leave it at the nursing desk for the investigator.

Instrument Description
The measurement tool used in this study is an adaptation o f the Spiritual Needs of
Patients Questionnaire developed by Martin, Burrows, and Pomilio (1976). The
Questiormaire is composed o f three sections. The first section is a demographic section
which elicits information regarding the patient's age, gender, marital status, self-perceived
health status and future health status, church affiliation, frequency o f church attendance,
and fr-equency o f hospitalization within the last two years. The question regarding self
perceived health status was an item not included in the original study, but was included in
the present study. Also, frequency of hospitalizations was changed from five years as it
was in the original study, to two years in the present study to include data o f a more
current time period. These two items were changes made to the original demographic
section.
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Section two o f the Questionnaire asked the patient to indicate the degree o f
agreement or disagreement about the spiritual dimension o f nursing care using a five
point Likert scale. The scale is designed with “5" representing “strongly agree, “3"
representing undecided, and “ 1" representing strongly disagree. Eight o f the ten
statements contained in this section relate spiritual care to specific nursing actions and
question the patient's perceptions o f nurses' attitudes and perceived qualifications to
administer spiritual care. These statements were chosen by the originators o f the
Questionnaire to reflect responses previously reported by patients in the 1969 Nurses
Christian Fellowship study (Hess, 1969). Question five was divided into two parts from
the original study because it contained two clauses with different information and was
deemed to be an ambiguous statement in the first study that used the tool. The questions
in Section two were also reworded so they pertained personally to the patient who was
answering the question with additions such as I think, or I believe added to the beginning
o f the statement.
Section three contained two separate parts, with the first part being a list o f seven
spiritual needs that have been reported as important to patients in previous studies by the
Nurses Christian Fellowship survey (Hess, 1969) and the Weiler study (1975). The
patient was asked to rank these needs in order o f personal importance. The second part of
this section lists eight possible nursing interventions and asked the patient to indicate
which nursing interventions they believed to be suitable and effective in meeting spiritual
needs of patients.
The level o f measurement contained in the tool was nominal and ordinal data.
The original study using this Questionnaire did not report reliability or validity. Hoskins
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(1986) reported reliability by using a pretest/ postest and reporting the Pearson product
correlation coefficient. The Questionnaire was administered to ten previously
hospitalized patients and then repeated after a one week waiting period. The test-retest
reliability o f the Questionnaire was found to be 0.98. Cronbach’s alpha was run to
determine reliability for this study with an alpha of .68. Although this num ber is slightly
lower than 0.70, it is still very close. In addition, this tool is a relatively new tool as it has
not been used and tested extensively.
Validity for this tool began with the original construction o f the Questionnaire as
it used information gained from two studies by Nurse’s Christian Fellowship
(Hess, 1969) and Weiler (1975) which polled patients’ views o f spiritual needs. The
Questionnaire has also shown validity to some extent with concluding findings by Martin,
Burrows, and Pomilio (1976) being similarly found in the study by Hoskins (1986) and
Finney (1989). This could be deemed a successive verification of the validity o f the tool,
however further documented use o f the tool and its findings are certainly needed.

Statistical Methods Used to Answer
the Research Questions
Data were analyzed using descriptive statistics and nonparametric tests. These
methods were chosen because the data represented in this study were primarily nominal
and ordinal-level measures. The SPSS 7.5 program was used to compute the statistics.
The demographic variables were reported as raw data and also calculated as
percentages o f the total sample. These variables included: age, gender, marital status,
self-reported present health condition, self-reported future health condition, church
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affiliation, firequency o f church attendance, and frequency o f hospitalization within the
last two years.
Data from research questions one and two were reported as percentages and the n
for each o f the answers given by the participants. Question 3 was ranked by percentage
frequency for each statement and each rank. N and modal responses for each statement
and ranking were also reported.
Question four was reported as percentages and n o f the answers given by patients
to eight o f the statements in Section two. Answers to statements 2, 3, 4, 7, 8 ,9 ,1 0 and 11
were each given a score and the scores were added together for each respondent. This
information comprised the data used for the nonparametric test Mann-Whitney U. The
above statements were deemed to measure the patient’s interest in spiritual care and
his/her perception o f the nurse’s role in providing such care by the initial study (Martin,
Burrows, and Pomilio, 1976).
Nonparametric methods such as the Mann-Whitney U test are used when the data
being analyzed cannot be considered interval or the distribution is markedly abnormal.
These tests are characterized as less restrictive in assumptions concerning the shape of the
distribution (Polit & Hungler, 1995). The Mann-Whimey U is a nonparametric
alternative choice for the t-test for the difference between two independent means. The
data gathered is combined and assigned a rank from smallest to largest. Each group’s
rank is identified according to the group it belongs to. The Mann-Whitney U tests the
hypothesis that the sample ranks for each o f the two distributions come from populations
having equal distributions. I f one group has more than its share of small or large ranks, it
is suspected that the two underlying distributions are different. One group’s ranks should
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not consistently precede the other group’s values. The variable to be measured must be
able to be ordered and come from a random sample (Norusis, 1990).
The U statistic signifies the number o f times the value in one group precedes the
value in the other group. If the sample size is over 30, the standard normal deviate (z) is
computed. The z score determines the significance o f differences between groups
(Norusis, 1990, Martin, Burrows, & Pomilio, 1976). The 95% confidence level (.05) was
used as the acceptable critical value for this study.

Data Analysis
Research question one: “What do hospitalized patients on a medical/surgical unit
identify as spiritual needs,” was answered by data collected in Section two with
statements one, five, and six. These three statements elicited patients’ opinions about the
existence o f spiritual needs on the part of the acutely ill, hospitalized patient. This data
was reported as percentages o f patients’ responses in regard to the variables o f age,
gender, marital status, and frequency of hospitalization within two years.
The second research question: “Which spiritual needs are perceived as most
important and least important by hospitalized patients” were answered by responses to
Section three, part one. This section identifies the types o f spiritual needs experienced by
patients in order of their importance to the patient. These needs were ranked from one to
seven by participants with one being most important and seven being least important.
These responses were reported by percentage and number for each rank and modal
percentages for the most important and least important interventions identified by the
patients were indicated.
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Research question three: “What are the expectations o f medical/surgical patients
in regard to the nurse’s role in assisting them in resolving identified spiritual needs”, was
answered in conjunction with data reported in Section two as percentages o f the total
responding in the agreed categories, the undecided category, and the disagree categories.
Section three, part two of the Questionnaire also asked the participant to check
those listed spiritual care nursing interventions they deemed appropriate for nurses in
administering spiritual care. These responses were reported as percentages o f the total
sample and n o f those responding according to religious affiliation and firequency o f
church attendance.
Research question four: “What is the influence o f age, gender, frequency o f
church attendance, and frequency of hospitalization on patients’ perceptions o f spiritual
care” were analyzed using nonparametric tests because o f the nominal and ordinal nature
o f the data. The Mann- Whimey U test was chosen for answering this question because
the total scores gained from Section two represented ordinal data. Section one contained
the demographic data that were compared with the results o f answers from Section two.
Section two consists o f eight statements which were assigned a five-point Likert
scale response describing the patient’s positive or negative response to the question which
indicated their interest in spiritual care and the role o f the nurse in providing that type of
care.

Statements 2, 3 ,4 , 7, 8 ,9 ,1 0 and 11 elicited information regarding desire for

nursing interventions on the part of the patient. Statements 3, 4,9, and 11 were scored
with strongly agree receiving 5 points, agree receiving 4 points, undecided receiving 3
points, disagree receiving 2 points, and strongly disagree receiving 1 point. Statements 2,
7, 8, and 10 were coded inversely with strongly agree receiving 1 point, agree receiving 2
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points, undecided receiving 3 points, disagree receiving 4 points, and strongly disagree
receiving 5 points. The range o f possible scores was 8 to 40. Scores falling between 32
to 40 indicated a strong positive feeling regarding the need for spiritual care and the
nurse’s involvement in that care. A score o f 16 or below indicated a strong negative
response by the subject in regard to spiritual needs and care. Scores falling between 16
and 32 indicated a less definite and consistent opinion with scores over 24 viewed to be
more positive and scores under 24 viewed as more negative.
The data from Section two o f the Spiritual Needs Questionnaire examined the
patient's opinion about the need o f spiritual care and the nurse's role and were reported
with two different types of statistics. First, the data were presented by the percentage of
responses of patients in the agreed categories, the undecided category, and the disagreed
categories. Then, nonparametric procedures were used to test the hypothesis o f equality
between the measurements based on age, gender, religious preference, frequency of
church attendance, self perception o f health status, and frequency o f hospitalization. A
95% confidence level (.05 = significance level) was the acceptable critical value.
After the data were collected, it was entered into the computer and the SPSS
program was used to analyze the data. Information that was omitted by the patient was
identified as missing and coded as such when entered into the program. The program
then excluded those cases from the selected analysis.
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CHAPTER IV

DATA ANALYSIS AND RESULTS

This chapter reports the statistical results of the data collected using the Spiritual
Needs o f Patients Questionnaire. It includes the responses o f the patients participating in
the study as well as comparisons o f those responses in relation to the demographic data
given by the respondents involved in the study. The demographic data are displayed in
Table one.

Sample Description
The sample included 73 patients (n = 73) from medical and surgical units located
in a southwestern regional hospital. In addition, there were 4 patients who did not
participate in the study. Two patients, one from tlie medical unit and one from the
surgical unit, declined to participate in the study. Also two patients, both from the
medical unit, were deemed eligible for the study by the staff. However, after speaking
with both patients, the investigator found they were not mentally or physically competent
to complete the survey tool and they were requested not to continue completing the
Questionnaire.
The age o f those responding to the questionnaire ranged from 22 to 91 years of
age with the modal group representing those over 70 years o f age. There were 35.6%
57
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(n=26) in the 22-49 year old or young adult age group, 26.0% (n=19) in the 50-69 year
old or middle adult age group, and 37.0% (n = 27) in the 70-91 year old or older adult age
group. The groups were divided into these three age sets to typify life stages that would
include those within the age grouping. By reducing the ages to three groups, the data was
reduced from interval to ordinal which enabled the groups to be compared to reveal
differences in perceptions o f spiritual needs and the nurse’s role in resolving them using
the Mann-Whitney U test. The 22-49 year old age group encompasses those who are
typically in the child rearing years and generally dealing with the issues of raising a
family. The middle adult age group includes those typically dealing with children leaving
the family, pursuing the height of career, and beginning retirement. The older adult age
group was placed at 70 as this age represents a typical age when most elders begin the
retirement phase o f life and is a time when socially we see persons entering into an older
adult stage of life. One respondent did not reveal his/her age. When missing data was
encountered it was excluded from the tests performed. The sample population included
41.1% (n = 30) females and 58.9% (n = 43) males. Marital status included 17.8% (ü =
13) singles, 2.7% (n = 2) separated, 60.3% (n = 44) married, 11.0% (n = 8) widowed, and
8.2% (n = 6) divorced. Table one displays the demographic data for age, gender, and
marital status o f the sample.
Respondents were asked, as part of the questionnaire, to rate their present health
status as good, fair, or poor. O f the respondents, 38.4% (n = 28) rated their present health
status as good, 46.6% (n = 34) rated their health status as fair, and 1.4% (n = 10) rated
their health status as poor. One respondent chose not to answer this question. This data
was coded as missing in the SPSS program and excluded from the tests.
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In addition, patients were asked to predict what they thought their health would be
like in the next six months. O f those who responded, 58.9% (n = 43) indicated their
health would improve, 28.8% (n = 21) indicated their health would remain the same,
4.1% (n = 3) indicated their health would deteriorate, and 8.2% (n = 6) chose not to
answer this particular question. Table two displays the self-reported health status and
future health status o f the sample.
Patients were also asked to report their church affiliation. There were 2.7%
(n = 2) who listed themselves as agnostic or atheist, 4.1% (n = 2) who affiliated with the
Baptist church, 11.0% who stated they were Catholic, 1.4% (n = 1) who affiliated with
Church o f Christ, 63.0% (n = 46) who named their religious affiliation as LDS, and 1.4%
(n = 1) in each o f the categories for Episcopal, Jehovah’s Witness, and Lutheran. Eleven
percent (n = 8) claimed the “other” classification on the questionnaire, and 8.2% (n = 6)
chose not to answer this question. Frequency of church attendance was the next category
o f questions asked. There were 42.5% (n = 31) who stated they went regularly to church
(at least once per week), 24.7% (n = 21) who stated they went to church occasionally (at
least once every six weeks), and 8.2% (n = 6) who did not answer the question. Those
who chose not to answer the question were coded as missing data and excluded from the
statics performed. Church affiliation and frequency o f church attendance are reported in
Table three.
Patients were asked to give information about how many times they had been
hospitalized in the past two years. O f the patients responding, 34.2% (n = 25) reported
one hospitalization, 38.4% (n = 28) reported two hospitalizations, 11.0% (n = 8) reported
three hospitalizations, 6.8% (n = 5) reported four hospitalizations, 6.8% (n = 5) reported
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five or more, and 2.7% (n = 2) chose not to answer the question. The demographic
information about frequency of hospitalization in the past two years is depicted in Table
four.

Data Analysis for Research Question One
Research question one asked what hospitalized patients on a medical/surgical unit
identified as spiritual needs. Questions 1, 5, and 6 o f Section 2 elicited information about
some o f the spiritual needs previously identified by other patients in the Nurse’s Christian
Fellowship study (Hess, 1969). The patients in the study responded on a 5-point Likert
scale to eleven statements as to whether or not they experienced these spiritual needs
during their hospitalization. Their responses were analyzed according to age group,
gender, marital status, and frequency o f hospitalization within the past two years. The
data information were analyzed using the percentage o f responses from patients agreeing,
disagreeing, or remaining undecided about the statement in order to produce the same
type o f statistics used in the previous studies (Martin, Burrows, & Pomilio, 1976,
Hoskins, 1986) utilizing the same instrument.
Statement one, “I believe a person who is ill thinks more about his/her
relationship to God,” was agreed upon by each age group. The 22-49 year olds agreed
84.7% (n = 22), the 50-69 year olds at 100% (n = 19), and those older than 70 agreed
96.3% (n = 26) with Statement one. When patients were analyzed according to gender,
the results were essentially the same with 93% (n = 40) males agreeing and 93.4% (n = 2)
females agreeing with this statement. Marital status revealed little difference between the
groups in agreement with statement one. Single patients agreed 77% (n = 10),
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divorced/separated individuals 87.5% (n = 7), married patients 97.7% (n = 43), and
widowed patients 100% (n = 8). Results for this statement are depicted in Tables five, six
and seven.
Number o f hospitalizations did not show much difference as well in regard to
agreement with Statement one. Percentages for those agreeing in this category ranged
firom 92% to 100% for those patients experiencing one to four hospitalizations. Those
who had five or more hospitalizations agreed 80% (n = 4) with 20% (n = 1) undecided
about this statement. Because o f the high percentage o f positive responses to this
question, there is support fi-om this sample o f hospitalized patients for the statement that
people who are ill think more about their relationship to God. Results for Statement one
are displayed in Table eight.
Statement five asked the patient if he/she would appreciate a visit from a clergy
person. Only the 22 - 49 year old age group with 50.0% (n = 13) and 70 years and older
age group with 55.5% (n = 15) stated they agreed with this statement. When grouped by
gender only slightly more o f the females, 53.3% (n = 16), verses 46.5% (n = 14) o f the
males agreed with Statement two. Grouped by marital status, 62.5% (n = 5) of divorced
people, and 54.6% (n = 10) o f married people agreed they would appreciate a visit firom
clergy. When grouped by number of hospitalizations, over half o f those in the category o f
one hospitalization (56.0%, n = 14) agreed they would appreciate a visit from clergy. The
results of responses to these statements are displayed in Tables five, six, seven, and eight.
Statement six asked the patient if he/she would request a visit from clergy only if
someone suggested it. The age groupings revealed more respondents disagreed than
agreed with this statement. There were 46.1% (n = 12) in the 22-49 year olds, 52.6%
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(n = 10) in the 50-69 year olds, and 48.1% (n = 13) in the over 70 year old group who
disagreed with this statement. When grouped by gender, more females in the group
(53.3%, n = 16) disagreed with this statement than the males in their group (44.2%, n =
19). Groupings by marital status revealed those who were married (59.1%, n = 26)
voiced the most disagreement about this statement. Looking at the responses from the
frequency o f hospitalizations revealed most groups disagreed with this statement with 4050% o f their group, while those with four hospitalizations were, in their majority
undecided (60.0%, n = 3). The results o f the responses to this statement are shown in
Tables five, six, seven, and eight.

Data Analysis for Research Question Two
Research question two asked, “Which spiritual needs are perceived as m ost
important and least important by hospitalized patients?” Section three, part one asked the
patient to rank spiritual needs in order o f importance to them using one for the m ost
important spiritual need they identified descending in order to seven for the least
important spiritual need. Data were analyzed by determining the percentage, the num ber
o f responses, and the mode o f the rank for each spiritual need as had been accomplished
in the previous study (Finney, 1989), and the data displayed in Table nine.
“Knowledge o f God’s presence” was ranked number one by 30.1% (q = 22) o f the
responses. It was ranked number two by 9.6% (n = 7) o f the responses. Thus, it was
ranked in the top two positions by 39.7% (n = 29%) o f those responding. “Prayer” was
another spiritual need ranked in the top two positions receiving a number one ranking o f
27.4% (n = 20) and was ranked a number two ranking by 19.2% (n = 14) responses.
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“Prayer” was ranked in the top two positions for a total o f 46.6% (n = 34) responses. If
the top two responses were combined, “prayer” becomes the most often cited spiritual
need, however, “knowledge of God’s presence” remains the most frequently ranked
number one choice.
“Expression o f caring and support from another person” is the next highest
ranking for num ber one receiving 26.0% (n = 19) responses. The mode ranking for
“purpose and meaning in life” was ranked second by 26.0% (n = 19) responses. “Visit
from a clergy person” had a double modal response at fourth and fifth rankings with
19.2% (n = 14) for each position. The “sacraments and communion” received the most
responses for the number seven ranking which comprised twenty three responses (n = 23,
31.5%). “R elief from fear o f death” also received the most responses for its number
seven ranking at 20.5% (n = 15). However, it also had 19.2% (n = 14) as a number one
response.

Data Analysis for Research Question Three
Research question three asked, “What are the expectations o f medical/surgical
patients in regard to the nurse’s role in assisting them in resolving identified spiritual
needs?” Responses to Section two. Statements 2, 3 ,4 , 7, 8, 9, 10, and 11 answered this
question in conjunction with Section three, part two o f the Questionnaire which asked the
participant to check the listed spiritual care nursing interventions deemed appropriate for
the nurse to use in administering spiritual care. Section two was reported as percentages
of the total responding in the agree, undecided, and disagree categories. Section three,
part two o f the questionnaire was reported in conjunction with the demographic
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categories o f church affiliation and frequency of church attendance. Tables 10, 11, and
12 exhibit these data.
In Section two, patients agreed in the majority (52.1%, n = 38) with statement
three which stated, “I think a nurse should ask every patient if he/she wishes to see a
clergy person.” Additionally, Statement four, “I think nurses can give spiritual care by
being concerned, cheerful, and kind” was agreed with by 93.1% (n = 68) o f the
respondents. Patients also supported, by a majority. Statement 11 which read, “I believe
that a nurse who sits down and listens is helping me spiritually” by 80.9% (n = 59).
Patients disagreed with statement eight which read, “I think nurses are too busy to
help patients with their spiritual needs” by 53.4% (n= 39). Statement nine which read, “I
would enjoy having a nurse read me the Scriptures, or pray with me,” was disagreed with
by 56.2% (n = 41) of the patients. Slightly over half o f the patients (50.7%, n = 37)
disagreed with Statement ten which read, “I think nurses who talk about God are trying to
convert me.”

Data Analysis for Research Question Three,
Section Three, Part Two
In addition, research question three was analyzed from data regarding the role of
the nurse in assisting patients in resolving spiritual needs. Patients were asked to choose
from a selection of nursing interventions they felt were appropriate for nurses to use when
administering spiritual care to patients. Responses were analyzed according to
percentages o f patients selecting an intervention and patient demographics o f church
affiliation and church attendance. Church affiliation was divided into four categories due
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to total numbers and to facilitate analysis. All denominations who were traditionally
categorized as Protestant due to their foundational beliefs in the basic tenets of the
Christian faith were assigned to this category. The atheist and agnostic categories were
combined, and the “other” category remained as it was originally constructed with the
addition o f Christian Scientists and Jehovah’s Witness added to the category. Those
claiming affiliation with the LDS faith made up the last category. The intervention
chosen most fi-equently, both by church affiliation and church attendance, was for the
nurse to show kindness, concern and cheerfulness. It was supported by 95.8% - 100% o f
patients in all categories. The second highest selection by all groups was to encourage the
patient to talk with percentages ranging fi’om 77.4% (n = 24) by those who regularly
attend church to 100% (n = 2) by the atheist/agnostic group. Another area ranked high by
both groups was for the nurse to refer the patient to a clergy person with percentages
ranging from 42.7% (n = 10) from the rarely or never church attendance group to 80.4%
(n = 9) with the occasional church attendees.

Data Analysis for Research Question Four
Research question four asked if the patient’s perceptions o f spiritual care were
influenced by age, gender, religious preference, frequency o f church attendance, self
perception of health status, and fi*equency o f hospitalization. Sums o f the responses to
eight o f the statements contained in Section two were analyzed using the nonparametric
Mann-Whitney U test to analyze whether the summed rankings o f one group differed
significantly from another group regarding the spiritual care perceptions variable under
study.
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Groups were compared utilizing the three identified age groups. The 22-49 year
old group was compared to the 50-69 year old age group and the 70-91 year old age
group. The 50-69 year old age group was compared with the 70-91 year old age group.
The only significant z score (z = -2.021, [p = .04]) was for the 50-69 year old age group
compared to the 70-91 year old age group which showed a difference in interest in
spiritual care and the nurse’s role at the .04 significance level (p = .04). The 22-49 year
old age group versus the 50-69 year old age group revealed a z score o f -0.789, p = 0.43,
and the 22-49 year old age group versus the 70-91 year old age group produced a z score
o f -1.569, p = .11.
Groups compared by gender showed no significant differences with a z score o f
-0.169 (p = .86). Church affiliation compared the Atheist/Agnostic group with the
Protestant, LDS, and Other groups showing no significant differences. Protestant and
LDS groups were compared as well as the LDS group with the Other group. No
significant findings were revealed. Frequency of church attendance was also analyzed
with no significant differences found between regular and occasional attendees
(z = -0.928, [p = .35]) occasional and rare attendees (z = -0.62, [p = .54]), and regular and
rare attendees (z = -0.171, [p = .86]). The results o f the findings are shown in Table 13.
Responses to the statements in Section two were also analyzed with the variable
groups o f self perceptions o f present health status. Those who classified their present
health as good and those who designated their present health as fair were compared. Also
the fair versus the poor group were compared, as well as the poor versus the good group.
There were no groups who differed at the preestablished p = .05 level however, the poor
versus the good group approached a significant difference at (z = -1.65, [p = .09]).
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Frequency o f hospitalization was also analyzed in groups comparing number of
hospitalizations. There were no significant findings noted. Results are displayed in Table
14.

Additional Written Comments
Some patients (n = 18) chose to write additional comments at the end of the
questionnaire. Patients expressed their views concerning spiritual care and the role of
the nurse. The following are a selection o f the comments:
“I think nurses (should) stick to their nursing.”
“I think it is not professional to discuss religious beliefs with patients. There are
so many religions in the world, a nurse may not be aware o f certain beliefs. I think it is
wise to refer patients to their own clergy, rather than to create misunderstandings, which
might happen.”
“I think a nurse should only do his/her job as a nurse, but if a patient asks for
spiritual advice then the nurse should help or find someone to call.
Other patients expressed concern over the nurse having enough time to administer
spiritual care. The following statements are representative o f these comments:
“Nurses do not have time for giving spiritual needs, that’s for the clergy. Showing
love and concern, also listening to us when needed, is what we need.”
“My thoughts - These nurses do a beautiful service to hospital patients. One must
fully consider the element o f time.”
“Nurses often do not have time to do anything but basic medical tasks.”
Patients felt spiritual elements were private and expressed the following views:
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“As a nurse I think a patient’s spiritual (need) should not be ignored, but it’s also
very personal and has to be approached tactfully.”
“I feel that nurses can help patients without overstepping their boundaries if they
do not judge or preach and can respect all religions and beliefs.”
“As you can tell, religion to me is a very personal thing.”
“As a private person I view religion as between me and God. I don’t need a lot o f
spoken or written words.”
Patients also expressed views regarding others who should perhaps be involved in
spiritual care within the hospital system. The comments were as follows:
“List o f different people (denomination list) who are willing to visit. To be
checked by at the beginning o f hospitalization.”
“This hospital needs a non-LDS Chaplain.”
Those responding to the questionnaire also expressed their individual religious
views in the following comments:
“There are a lot o f different circumstances in ever}' hospital case. So this
questionnaire is pretty vague. Any support to a victim is appreciated.”
“We do not go to church but welcome most religions. Prefer Jehovah Witness.
Do not believe in all religions.”
“If the question comes up while in hospital about religious believer (beliefs) and
talking to nurses or anyone else is fine and helpful. But, I talk to my Heavenly Father and
Jesus all the time to give me spiritual strength but maybe others do need suggestions.”
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CHAPTER 5

DISCUSSION

This study replicates a study conducted by Finney (1989) which examined the
spiritual needs o f acutely ill medical-surgical patients and their expectations of how
nurses should assist them in resolving spiritual needs. The study also examined if the
patients’ perceptions o f spiritual care interventions were influenced by certain
demographic data. The Spiritual Needs of Patients questionnaire developed by Martin,
Burrows, and Pomilio (1976) was used for data collection.
The setting for this study was a 135 bed regional medical center in the southwest.
Patients from three units comprised the sample population; one surgical unit, one medical
unit, and an overflow medical-surgical overflow unit. The study was conducted by
randomly sampling patients just prior to discharge. The criteria for inclusion into the
study were those patients who stayed a minimum o f two days in the hospital, were able to
speak, read, and write English, and were physically and mentally competent to fill out the
questionnaire. Patients were then asked to volunteer to complete a Questionnaire.
Data analysis was conducted by identifying percentages o f patients responses to
the Questionnaire items, ranking responses, and a nonparametric Mann-Whitney U test to
determine influence o f demographic variables on the patients perceptions o f spiritual care

69
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interventions.

Spiritual Needs of the Medical-Surgical Population
This study found acutely ill medical-surgical patients do think more about their
relationship to God during hospitalization. The statement was highly supported by the
respondents in the study regardless of which demographic group they were placed. This
result reflects the findings in previous studies (Martin, Burrows, Pomilio, 1976, Hoskins,
1986, Fiimey, 1989) for support o f this statement. It also reinforces other findings in the
literature such as Conco’s study (1995) o f hospitalized patients, which identified when
they were hospitalized, participants felt spiritual care was given and received in an
atmosphere o f physical and emotional vulnerability and at a time o f receptiveness to
spirituality and care. Such a high vote o f support on this particular question in this study
and the others, lends support for nurses to ask not what spiritual needs are present in
acutely ill hospitalized patients, but which spiritual needs are most important for the
individual patient (Finney, 1989).
Additionally, it was also found that spiritual needs regarding visitation from
clergy were supported by the older (65-91, 55.5%) and younger age (22-49, 50.0%)
groups, and the female (53.3%) portion o f the sample. Certain composites o f those
grouped by marital status, such as divorced persons and those who were married stated
they would appreciate a visit by clergy as well as those who were experiencing first time
hospital admissions. Other groups were closely split between agree, undecided, and
disagree answers. It stands to reason from this information that those being hospitalized
for the first time, females, older persons, and the young may need increased time with the
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nurse to determine their specific spiritual needs so they may be addressed appropriately.
These specific groups may feel a particular vulnerability or loss o f control due to their
present positions in society which may make them feel defenseless or powerless during
hospitalization. It was also found divorced or separated persons and those who were
widowed agreed with the statement about not requesting a visit from clergy unless it was
suggested, however, the rest o f the respondents appeared to be split between disagree and
agree. Both the original study by .Martin, Burrows, and Pomilio (1976), and Hoskins
(1986) supported this statement, however, both o f these studies combined statements five
and six, making the statement ambiguous and hard to determine what the patient was
agreeing to. It is difficult to ascertain the meaning behind this particular finding. Perhaps
fiirther investigation into this finding as to distinguishing characteristics existing in these
groups which are not readily apparent would serve to identify the reasons behind this
result.
Spiritual needs identified by respondents in this study as most important and least
important included “knowledge o f God’s presence” as their number one choice by almost
one third of the sample. Prayer was also identified as belonging in the first two ranking
positions. Similar results were found in the original study by Martin et al. (1976) with
those in the Protestant group, and with respondents in the Finney study (1989). The
Hoskins study (1986) grouped the rankings for two hospitals, non-religious and religious,
which were used for its study. For the non-religious hospital, “knowledge o f God’s
presence” was ranked number one, with prayer ranked in the number two position. For
the religious hospital prayer was ranked number one, with “knowledge o f God’s
presence” ranked number two. “Expression o f caring and concern” was ranked next for
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this study and also in the Finney (1989) study, and ranked second for the Protestants in
the Martin et al. study (1976). The Catholic portion o f the M artin et al. study ranked
relief from fear o f death, visit from a clergy person, and sacraments first through third in
the ranking positions. This could speak to the fact that the basic tenets o f a particular
faith such as the importance o f the sacraments to Catholics, feed into the elements o f
spiritual need deemed o f importance for that particular person. Thus, relational tenets
need to be considered w hen administering spiritual care.
Other literature supports the patients’ selections o f “knowledge o f God’s
presence” and prayer. The Clark, Cross, and Deane (1991) study asked patients what
would have helped their sense o f well-being and/or hope during hospitalization. One of
the answers given was for the nurse to recognize God’s intervention in the patient’s
recovery. Camp’s study (1996) o f post coronary artery bypass patients stated patients
mentioned depending on God to get them through the surgery. Sodestrom and Martinson
(1987) also identified prayer as a spiritual coping strategy o f hospitalized terminal
oncology patients. These findings add further validation to the presenee o f spirituality in
the lives of hospitalized patients. The need for the comfort o f God’s presence, however
defined in the patient’s frame o f reference in times o f stressors attacking the system, and
the calming influence o f prayer are deemed important needs to identify in hospitalized
patients and to provide opportunity for the patient to experience these as he/she deems
appropriate is an important nursing intervention on the part o f the hospital nurse o f today.

Role of the Nurse
This study, the M artin et al. study (1976), and the Hoskins’ (1986) study analyzed
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the patient’s perception o f the nurse’s role in assisting the patient to resolve spiritual
needs according to the groupings church affiliation and church attendance. These
demographics were chosen as an indication o f the patient’s level o f interest in spiritual
matters. No significant percentage differences were found to exist between the groups.
The information gained firom this data leads one to conclude there is no difference
between the groups tested in the category o f church affiliation, including the
atheist/agnostic group or firequency o f church attendance. All group participants appear
to acknowledge the presence o f spirituality in their lives; including those who attend
church regularly and those who go rarely.
The demographics church affiliation and fi’equency o f church attendance, applied
to the spiritual needs section in this study provide justification for the results o f the earlier
study (Martin et al., 1976). The respondents answers showed 95.7%-100% agreement for
the nursing intervention “show kindness, concern and cheerfulness” and gaining the most
support with “encourage the patient to talk about God and his/her religious beliefs”
granted the second most supported position. The Hoskin’s study (1986) added two other
nursing interventions to the original list. Even so, “showing kindness, cheerfulness, and
concern” was the most supported intervention (93%) with “listen to patients talk about
family members” (78%) as the second most popular choice. This finding indicates that
one o f the nurse’s most powerful tools for intervention with the patient is still ourselves;
spending time with the patient to listen to concerns, exuding a caring attitude toward
those we interact with, and encouraging patients to express their spirituality.
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Factors Influencing Spiritual Care
There were few variables noted to significantly influence spiritual care in this
sample. One o f the possible reasons for this result could be the high LDS percentage of
respondents (63%) contained in the study sample. This high percentage could have
changed the results o f the study due to their influence in the study. Also 67.2% o f the
respondents stated they attended church either regularly or occasionally, which illustrates
a large contingent o f persons who are involved in a formal segment of spirituality. This
could have also decreased the amount o f difference seen in the results.
The only groups showing a significant difference in responses (z = -2.021,
[p = 0.04]) were between the 50-69 year old group and the 70-91 year old group. The
Martin et al. study (1976) found a significant difference (z = 2.73, p <.01) between the
responses o f the 39 years and younger group and the 65 years and older group. Hoskins
(1986) found a significant difference in responses between the 39 year old and younger
age group and the 40-65 year old age group, and also the 39 year old and younger group
with the 66 year old and older age group. There is no indication within the limits o f this
study to ascertain the reason for this finding between the 50-69 year old group and the 70
+ years group, however, it could be inferred that the older group is nearing the end o f
their lives and realizing the short time they may have left, they may have realized through
years of experiencing life, the importance o f spirituality, and used spirituality to assist
them in coping with the problems resulting firom illness and aging (Forbis, 1988).
The only other significant difference found between groups was self-reported
present health status with good and poor ratings (z = -1.654, [p = 0.09]). The same
arguments could hold true for the significant differences between these two compared
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groups as the groups compared with age. This indication would support Neuman’s
Systems Theory in its view o f spirituality being a dimension o f the patient to assist
him/her to cope with the stressors o f hospitalization and illness and the fact that those
who have experienced these stressors through ill health have begun to realize and tap into
their benefit for coping with life (Neuman, 1989).

Anecdotal Comments
Additional comments written at the end o f the Questionnaire followed three
themes. One group stated with their comments they felt spiritual care was not part o f the
nurse’s responsibility. This stated opinion appears to center around spirituality
being equated primarily with the religious portion of spirituality and not defining
spiritual care or encompassing more than religious issues but encompasses values and
beliefs o f the patient. Also, many patients may not have responded in relation to the
nurse being present at very critical moments of a patient’s hospital stay, i.e. when the
patient receives a devastating diagnosis or becomes fearful o f an impending procedure or
test.
Another group o f respondents expressed concern over the nurse having enough
time to administer spiritual care. Assessment o f the patient’s spirituality, involving the
patient in goal setting, and follow through with intervention will do much to alleviate this
perceived lack o f time on the part of nurses. Also, spiritual care may be woven into
the every day tasks that must be accomplished with the patient.
Respondents also expressed spirituality as a personal issue and one to be dealt
with carefully. They discussed their particular views about the religion they ascribed
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to and its meaning in their lives These comments need to be given careful attention by
nurses and create a desire to approach this area o f care with sensitivity, respect and
concern for the patient’s views and expressions o f his/her own spirituality.

Support of Neuman’s Systems Model
Findings from this study support Neuman’s Systems Model in regard to the
spiritual variable. Nursing care strives to look at the total needs of the patient and this
includes the spiritual variable. The study supports the Model by adding evidence through
the input o f clients about the existence of spiritual needs in hospitalized patients.
Neuman’s Systems Model states the spiritual variable exists, whether the client wishes to
acknowledge its existence or not (Neuman, 1989). All patients in the study identified
spiritual needs and how they expected nurses to interact with them to resolve those needs.
Primary prevention consists of identification o f coping strengths in the spiritual
realm and activities which will enhance spirituality o f the client. By identifying spiritual
needs from responses o f patients, nurses can plan interventions to assist them in primary
prevention to strengthen the client system against stressors such as illness and
hospitalization. Respondents identified visitation from clergy, knowledge of G od’s
presence, and prayer as spiritual needs experienced in the hospital. Nurses can use this
information to provide private time for patients to pray themselves or with family, to pray
with patients when asked, and assist them in contacting clergy. Secondary and tertiary
prevention can be accomplished in the same way. Expressing caring and support, being
concerned, cheerful and kind, spending time with the patient to establish a therapeutic
rapport, and listening to the patient are all interventions identified by patients themselves
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that can strengthen the patient’s lines o f defense or help to restore the client system.

Limitations o f the Study
Limitations o f the instrument used in this study include the limited research
conducted and reported on the reliability o f the tool. Even though the Cronbach’s alpha
for this sample was .68, it is close to the acceptable .70. The only previous reliability
reported was Hoskin’s (1986) test-retest reliability which was reported as .98. Hoskin
conducted the test-retest reliability by using ten previously hospitalized persons who
completed the Questionnaire and then repeated the Questionnaire after a one week
waiting period. Further testing and refinement of the Spiritual Needs o f Patients
Questionnaire is recommended.
The limitations o f this study include the population from which the sample was
taken. There is a high percentage of LDS church affiliation (63%) in the sample which
limits the overall generalizability o f the results to the population.
The results indicate the tool needs to be revised to make the instructions to the
patient portion o f the form clearer in Section three. Parts one and two. Several patients
did not use each number o f the numbers one through seven on their answers for Part one.
Instead, some respondents used the same number multiple times instead o f once for each
number. This consistency may have changed the results obtained from the responses in
this section if every patient had answered the section the same way. Additionally, this
was also true o f Part two o f Section three. Four o f the respondents continued to rank the
interventions contained in this section rather than check the items as directed. This was
adjusted for by entering the data that was numbered as a checked item. Clearer
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instructions and a verbal explanation to the patient before filling out the form may
alleviate this problem.
Implications o f the Study for Nursing
The most important result o f this study is that it supports findings fi-om other
similar studies using different samples to identify and define spiritual needs and nursing
intervention in this area o f patient care for acutely ill hospitalized medical-surgical
patients. Even though the former studies were conducted before the current health care
reforms had taken place, their basic findings still hold. Patients continue to experience
spiritual needs even in the shortened hospital stays of today.
One of the challenges nursing will face in the future is how to deal with spiritual
care in the acute phase o f hospitalization when patients are in the facility generally for a
brief period o f time. While they are hospitalized, many patients in today’s world are
sicker than the hospitalized patients o f yesterday. New, efficient techniques which can be
used for assessing spiritual needs and planning intervention need to be developed and
tested. In addition, continued testing and refinement of the definitions of spiritual needs
patients experience needs to occur. A solid foundation o f research on which to build the
assessment structure still needs to be reinforced with study and research in this area.
Schools o f nursing and continuing education departments must make spiritual care
a viable part of nursing diagnosis and intervention through teaching nurses how to work
with patients’ needs for spiritual care. Application of strategies for resolving spiritual
needs must be taught to those entering the nursing field and those already working in this
area. Other disciplines need to be incorporated into this area to comprise a well rounded
patient care team that can fully meet the needs of the patient.
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Recommendations for Further Research
Further refinement o f the Spiritual Needs of Patients Questionnaire through
research efforts needs to continue in order to assure the reliability o f the tool. A followup study for this particular study should include comparing the results o f this study with
an additional study conducted in a hospital without a high LDS population in order to
compare the results between the two locations. This strategy could possibly reveal the
influence o f a particular religion versus a sample with a more evenly dispersed church
affiliation.
Patients receptivity to discuss spiritual needs and care was evidenced by the
comments received at the end o f the Questionnaire. Several people filled the back page
o f the Questioimaire with their additional thoughts on the subject. A qualitative study
adding additional information to this study could be done or even an interview with the
patient after the Questionnaire was completed to fiirther clarify patients’ comments and
opinions concerning spiritual care.
To work with the whole person, nurses need to continue to conduct research in
spiritual care and needs with varied patient populations to determine if certain needs are
evident within specified populations. Also, a look at culture and spiritual needs may be
in order to determine its influence on the patient’s spiritual care and needs.
In addition, a study to compare outcomes with and without spiritual interventions
by nursing and other members o f the health care team, including spiritual advisors, also
needs to be done to assess the impact o f spiritual care on the physical and psychiatric
health problems of the patient.
In this age of finite resources in health care, assessment o f outcome regarding
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resolving spiritual needs and its direct benefit to the patient will need to be analyzed.
Tools for conducting this type o f outcome assessment need to be developed and tested.
The era for holistic care o f the patient, including spiritual care and its infinite benefits will
only seek to improve and expand nursing’s influence and benefit o f care for the patient.
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Table 1

Characteristic

Frequency

Percent

Age:
22-49 years (Y oung adult)

26

35.6%

50-69 years (Middle adult)

19

26.0%

70-91 years (Older adult)

27

37.0%

1

1.4%

Female

30

41.1%

Male

43

58.9%

13

17.8%

2

2.7%

44

60.3%

Widow/Widower

8

11.0%

Divorced

6

8.2%

Missing data
Gender:

Marital Status:
Single
Separated
Married
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Table 2
Demographic Data Summarizing S elf Report o f Present Health and Self Report of Future
Health o f the Sample fn = 73)
Characteristic

Frequency

Percent

-

Self report of present health status:
Good

28

38.4%

Fair

34

46.6%

Poor

10

13.7%

1

1.4%

Improve

43

58.9%

Remain the same

21

28.8%

Deteriorate

3

4.1%

Missing data

6

8.2%

Missing data
Self report of future health status:
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Table 3
Demographic Data Summarizing Church Affiliation and Frequency o f Church
Attendance o f the Sample Cn = 73)
Frequency

Percent

Agnostic/ Atheist

2

2.7%

Baptist

3

4.1%

Catholic

8

11. 0 %

Church o f Christ

1

1.4%

46

63.0%

Episcopal

1

1.4%

Jehovah’s Witness

1

1.4%

Lutheran

1

1.4%

Other

8

11.0 %

Missing data

2

2.7%

Regular (at least once per week)

31

42.5%

Occasional (at least once every
six weeks)

21

24.7%

Rarely or never (< once every
six weeks)

3

4.1%

Missing data

6

8 .2 %

Characteristic

Church Affiliation

LDS

Frequency o f church attendance
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Table 4
Demographic Data Summarizing Frequency o f Hospitalizations During the Past Two
Years o f the Sample fn = 73^
Characteristic

Frequency

Percent

One

25

34.2%

Two

28

38.4%

Three

8

11.3%

Four

5

6.8%

Five or more

5

6.8%

Missing data

2

2.7%

Hospitalizations in past two years
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Table 5

n = 72 (Missing data for age = 1)
%n

Statement

Category

Agreed

1. Illness/
relationship
to God

22-49 yrs.

22

84.7%

3

50-69 yrs.

19

100.0%

0

0

0

> 70 yrs.

26

96.3%

0

------

1

3.7%

0

5. Visit from 22-49 yrs.
clergy
50-69 yrs.

13

50.0%

8

30.8%

5

19.2%

0

8

42.1%

8

42.1%

3

15.8%

0

> 70 yrs.

15

55.5%

2

7.4%

7

25.9%

3

22-49 yrs.

8

30.7%

6

23.1%

12

46.1%

0

50-69 yrs.

4

21.1%

5

26.3%

10

52.6%

0

> 70 yrs.

10

37.0%

2

7.4%

13

48.1%

0

6. No visit
from clergy
unless
suggested

%n

Undecided

11.5%

Disagreed

1
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3.8%

Missing

0
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Table 6
Patients’ Responses to Section Two Statements bv Gender
n=73
Statement

Category

I. Illness/
relationship
to God

Male

40

93.0%

1

2.3%

2

4.6%

0

Female

28

93.4%

2

6.7%

2

6.7%

0

5. Visit from Male
clergy
Female

20

46.5%

11

25.6%

9

20.9%

3

16

53.3%

7

23.3%

6

20.0%

I

6. No visit
from clergy
unless
suggested

14

32.6%

9

22.6%

19

44.2%

9

30.0%

4

13.3%

16

53.3%

Male
Female

Agreed

%n

Undecided

%n

Disagreed
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Table 7
Patients’ Responses to Section Two Statements bv Marital Status
n = 73
Statement

Category

I. Illness/
relationship
to God

Single

Agreed

%n

Undecided

%n

Disagreed

%n Missing

10

77.0%

2

15.4%

7

87.5%

1

12.5%

43

97.7%

0

Widowed

8

100.0 %

0

Single

4

30.8%

5

38.5%

30.8%

0

Divorced/
Separated

5

62.5%

1

16.7%

16.7%

1

24

54.6%

10

22.7%

Widowed

3

37.5%

2

25.0%

25.0%

1

6. No visit
Single
clergy unless
suggested
Divorced/
Separated

3

23.1%

6

46.2%

30.8%

0

4

50.0%

1

12.5%

37.5%

0

12 27.3%

5

11.4%

59.1%

1

1

12.5%

25.0%

1

Divorced/
Separated
Married

5. Visit
from clergy

Married

Married
Widowed

4

50.0%

7.7%

0

0

0

2.3%

0

0

8

26
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Table 8
Patients’ Responses to Section Two Statements bv Number of Hospitalizations in Past
Two Years
n=73
Statement

Category

Agreed

1. Illness/
relationship
to God

One

23

92.0%

1

Two

26

92.8%

1

Three

8

100.0%

0

-------

0

--------

0

Four

5

100.0%

0

-------

0

--------

0

Five or more

4

80.0%

1

20.0%

0

--------

0

14

56.0%

4

16.0%

6

24.0%

1

14

40.0%

7

7.0%

4

14.3%

3

Three

3

37.5%

2

25.0%

3

37.0%

0

Four

2

40.0%

3

60.0%

0

Five or more

2

40.0%

1

20.0%

2

2.0%

0

One

11

44.0%

3

12.0%

10

40.0%

1

Two

8

28.6%

5

17.9%

14

50.0%

1

Three

2

25.0%

2

25.0%

4

50.0%

0

Four

2

40.0%

3

60.0%

0

— -

0

Five or more

2

40.0%

1

20.0%

2

40.0%

0

5. Visit from One
clergy
Two

6. No visit
from clergy
unless
suggested

%n

Undecided

%n

Disagreed

%n

Missing

4.0%

1

4.0%

0

3.6%

1

3.6%

0
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Table 9
Responses o f Ranking of Spiritual Needs by Percentage and Number
Spiritual Need

Rank
1

2

3

4

5

6

7

Knowledge o f
God’s presence

30.1%
22

9.6%
7

11.0%
8

19.2%
14-

8.2%
6

5.5%
4

6.8%
5

Prayer

27.4%
20

19.2%
14

15.1%
11

8.2%
6

11.0%
8

2.7%
2

5.5%
4

Expression o f caring 26.0%
and support from
19
another person

11.0%
8

16.4%
12

16.4%
12

6.8%
5

9.6%
7

5.5%
4

Purpose and
meaning in life

12.3%
9

26.0%
19

8.2%
6

9.6%
7

11.0%
8

8.2%
6

15.1%
11

Visit from a clergy
person

5.5%
4

11.0%
8

8.2%
6

6.8%
5

19.2%
14

19.2% 17.8%
14
13

Sacraments,
communion

6.8%
5

5.5%
4

12.3%
9

6.8%
5

Relief from fear o f
death

19.2%
14

6.8%
5

11.0%
8

5.5%
4

11.0% 11.0%
8
8

12.3%
9

31.5%
23

12.3% 20.5%
15
9

Frequency o f response in percent and number. Modal responses are in boldface type.
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Table 10
Overview of Responses to Spiritual Needs of Patients Questionnaire. Section Two by
Percentage o f Total Patients Responding
Statement

Agreed

Undecided

Disagreed

Missing

1. I believe a person who is
ill thinks more about his/her
relationship to God.

93.2%

4.1%

2.8%

0%

2. I think nurses are not
qualified to help patients
meet their spiritual needs.

21.9%

30.1%

42.5%

5.5%

3. I think a nurse should ask
every patient if he/she wishes
to see a clergy person.

52.1%

27.4%

17.8%

2.7%

4. I think nurses can give
spiritual care by being
concerned, cheerful, and kind.

93.1%

0%

5.5%

1.4%

5. I would appreciate a visit
ft-om a clergy person.

49.3%

24.7%

20.6%

6. I would not request a clergy
person visit unless someone
suggested it.

47.9%

17.8%

31.5%

2.7%

7. I think a patient’s beliefs
about God are too personal
to discuss with the nurse.

26.1%

28.8%

43.8%

1.4%

8. I think nurses are too busy
to help patients with their
spiritual needs.

31.5%

13.7%

53.4%

1.4%

9. I would enjoy having a nurse
read me the Scriptures, or pray
with me.

17.8%

21.9%

56.2%

4.1%
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Table 10 cont.

Percentage o f Total Patients Responding
Statement

Agreed

Undecided

Disagreed

Missing

10. I think nurses who talk
about God with patients are
trying to convert them.

16.5%

26.0%

50.7%

6.8%

11. I believe that a nurse who
sits down and listens is helping
me spiritually.

80.9%

6.8%

9.6%

2.7%
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Table 11
Patient Responses to Section Three. Part Two - Appropriate Nursing Interventions
According to Church Affiliation
Intervention

Atheist/Agnostic
n
%

Protestant
n
%

n

LDS

Other
%

n

%

1. Refer patient to
clergy person

0

—

8

53.3%

23

50.0%

5

2.5%

2. Pray with patient

0

—

2

13.3%

8

17.4%

2

25.0%

3. Talk with a patient
about God /religious
beliefs

0

—

2

13.3%

14

30.4%

2

25.0%

4. Read scriptures to a
patient

0

—

2

13.3%

10

21.7%

1

12.5%

100%

15

100.0%

44

95.7%

8 100.0%

5. Show kindness,
2
concern and cheerfulness

6. Listen to a patient
talk about God/religious
beliefs

0

—

4

26.7%

22

47.8%

5

62.5%

7. Encourage the
patient to talk

2

100%

13

86.7%

37

80.4%

7

87.5%

—

1

6.7%

20

43.5%

2

5.0%

8. Obtain Scriptures
for patient

0
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Table 12
Patient Responses to Section Three. Part Two - Appropriate Nursing Interventions
According to Church Attendance
Intervention

Regular Attendance
n
%

1. Refer patient to
clergy person

Occasional
n
%

Rarely or Never
n
%

19

61.3%

9

80.4%

10

41.7%

2. Pray with patient

8

25.8%

3

' 16.7%

3

12.5%

3. Talk with a patient
about God /religious
beliefs

11

35.5%

4

22.2%

4

16.7%

4. Read scriptures to a
patient

7

22.6%

5

27.8%

2

8.3%

5. Show kindness,
30
concern and cheerfulness

96.8%

18

100.0%

23

95.8%

6. Listen to a patient
talk about God/ religious
beliefs

54.8%

8

44.4%

8

33.3%

77.4%

17

94.4%

20

83.3%

38.7%

8

44.4%

4

16.7%

7. Encourage the
patient to talk

8. Obtain Scriptures
for patient

17

24

12
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Table 13

Church Affiliation, and Freauencv o f Church Attendance fn = 731
Groups Compared

z Score

2-Tailed g

22-49 years/ 50-69 years

-0.789

0.43

22-49 years/ 70-91 years

-1.569

0.11

50-69 years/ 70-91 years

-.2.021

0.04

-0.169

0.86

Atheist, Agnostic / Protestant

-0.450

0.65

Atheist, Agnostic/ LDS

0.156

0.87

Atheist, Agnostic/ Other

0.000

1.00

Protestant/ LDS

-0.826

0.40

Protestant/ Other

-0.943

0.34

LDS/ Other

-0.356

0.72

Regular/ Occasional

-0.928

0.35

Occasional/ Rarely

-0.602

0.54

Regular/ Rarely

-0.171

0.86

Age:

Gender:
Male/ Female

Church Affiliation:

Frequency o f Church Attendance:
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Table 14

Present Health Status and Freauencv o f Hosnitalization fn = 731
Groups Compared

z Score

2-Tailed p

Present health status:
Good/ Fair

-1.088

0.27

Fair/ Poor

-0.601

0.54

Poor/ Good

-1.654

0.09

One/ two

-0.063

0.95

One/ three

-0.740

0.54

One/ four

-1.601

0.10

One/ five

-1.442

0.14

Two/ three

-0.593

0.55

Two/ four

-1.365

0.17

Two/ five

-1.242

0.21

Three/ four

-0.221

0.82

Three/ five

-0.221

0.82

Four/ five

-0.324

0.74

Frequency o f hospitalization:
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APPENDIX B
Letter to the Participant
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Dear Patient:
My name is Barbara Nelson and I am a registered nurse and graduate student from the
University o f Nevada Las Vegas. I am asking hospitalized patients to complete a
questionnaire for a research study I am doing to complete my Master’s degree in Nursing.
The purpose o f this study is to examine the spiritual needs of hospitalized patients and
their perceptions about appropriate nursing care to help resolve these needs. I would like
to personally invite you to participate in this project.
If you choose to participate, you will be asked to complete the attached questionnaire.
Please answer all sections of the questionnaire according to the directions contained on
the form. The form should take approximately 10-20 minutes of your time to complete.
Once you have finished, please place the form in the envelope provided and I will return
to pick it up. Your completion of the questionnaire will constitute your willingness to
participate in the study. Please be advised that your participation is voluntary and you
may choose to withdraw your participation from the study at any time. If you do not
choose to participate, your care will not be affected in any way.
If you have questions regarding the questionnaire, please do not hesitate to ask the nurse
caring for you. If you have further questions about the survey or desire a copy o f the
finished results o f the study, please feel free to contact me at the number provided below.
If you have questions concerning the rights o f research subjects you may call the Office of
Sponsored Programs - UNLV at 702-895-1357. All answers on your questionnaire will
be kept confidential and your anonymity will be preserved as all answers will be reported
as group data. If you choose not to participate, please place the questionnaire in the
envelope anyway, and I will return in an hour to pick it up.
Thank you for your help in this study. There are no identified risks or costs to subjects
participating in the study. The benefits o f this study to participants are indirect. The study
is expected to generate information that will be useful to nurses in assisting patients with
spiritual needs.
Sincerely,

Barbara A. Nelson, RN BSN
(801)634-4291
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APPENDIX C
Spiritual Needs o f Patients Questionnaire
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Spiritual Needs o f Patients Study Questionnaire
Section 1
Instructions: Please make a check mark or write your answer in the appropriate space.
Age:

How old are you?

_______

Gender: Male ____
Female.

Marital Status:

Single
Separated
Married
Widow/Widower
Divorced

Do you believe vour present health condition to be:

Good
Fair
Poor

What do you think vour health will be like in the next 6 months?
It will improve.
It will remain the same.
It will deteriorate.

Church Affiliation:
, Agnostic
. Assembly o f God
. Atheist
Baptist
, Catholic

.Christian Science
_ Church of Christ
_LDS
_ Episcopal
_ Jehovah’s Witness

Frequency of Church Attendance:

Lutheran
Methodist
Presbyterian
Seventh-Day Adventist
Other:______________

Check One

Regular (at least once per week)
Occasional (at least once every six weeks)
Rarely or Never (less than once every six weeks)
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How many times have you been hospitalized in the past two years?
One
Two
Three
Four
Five or more

Section 2
Instructions: Please circle the X under the column that best describes how you feel
about the statement on the corresponding line.
strongly agree
1. I believe a person
who is ill thinks more
about his/her relationship
X
to God.
2. I think nurses are not
qualified to help patients
X
meet their spiritual needs.
3. I think a nurse should
ask every patient if he/she
wishes to see a clergy person. X
4. I think nurses can
give spiritual care by
being concerned,
cheerful, and kind.
5. I would appreciate a
visit from a clergy person.
6. I would not request a
clergy person visit unless
someone suggested it.
7. I think a patient's beliefs
about God are too personal
to discuss with the nurse.
X
8 . 1 think nurses are too
busy to help patients with
their spiritual needs._____
X

agree

undecided

disagree

strongly
disagree

X

X

X

X

X
X

X

X

X

X

X

X
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strongly agree

9. I would enjoy having a
nurse read me the Scrip
tures, or pray with me.
X
10. I think nurses who
talk about God with patients
are trying to convert them.
X
11. I believe that a nurse
who sits down and listens
is helping me spiritually.
X

agree

undecided

disagree

X

X

X

X

X

X

X

X

X

X

X

X

strongly
disagree

Section 3
1. Instructions: The following types o f spiritual needs have been expressed by
hospitalized persons. Using the numbers 1 to 7, please rank them in order o f importance
to you, 1 being most important and descending in order to 7 being least important to you.
. Relief from fear o f death
. Visit from a clergy person
. Prayer
. Knowledge o f God's presence
. Purpose and meaning in life
. Expression o f caring and support from another person
. Sacraments, communion
2. Instructions: Please place a check mark in front of the following statements that you
feel are appropriate ways a nurse may give spiritual care to patients.
Refer patient to a clergy person
Pray with a patient
Talk with a patient about God and religious beliefs
Read Scriptures to a patient
Show kindness, concern, and cheerfulness when giving care
Listen to a patient talk about God and his/her religious beliefs
Encourage the patient to talk about anything that is bothering him/her
Obtain Scriptures or other religious material for the patient
Please place any additional comments you would like to add here and continue on the
back if needed.
3. Comments:

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

109

APPENDIX D
Permission to Use the Instrument
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November 12, 1996

Ms. Barbara Nelson, RN
2726 Ridgeview Dr
Santa Clara, UT 84765

Dear Barbara:
We herdjy give permission to make adaptation, as needed, and to use the Spiritual Needs o f
Patients instrument. You may also publish it with your M aster’s thesis.

/ J - Z à - U

Claire Martin, RN

. 0 Æ Yc LL
Cherill Burrows,

/Ù

l

L

U

Date

^ ‘
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APPENDIX E
Human Subjects Rights Approval
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OF NE VA DA L A S V E G A S

May 30, 1997
Barbara Nelson
M/S 3018 (NUR)
'J/JBr. William E. Schulze, Director
Office of Sponsored Programs (X1357)
Status of Human Subject Protocol Entitled:
"Patient's Perceptions of Spiritual Needs and the
Role of the Nurse in Resolving Spiritual Needs"
OSP #501s0597-042e

The protocol for the project referenced above has been
reviewed by the Office of Sponsored Programs and it has been
determined that it meets the criteria for exemption from
full review by the UNLV human subjects Institutional Review
Board. This protocol is approved for a period of one year
from the date of this notification and work on the project
may proceed.
Should the use of human subjects described in this protocol
continue beyond a year from the date of this notification,
it will be necessary to request an extension.
If you have any questions regarding this information, please
contact Marsha Green in the Office of Sponsored Proarams at
895-1357.

cc:

S. Michael (NUR-3 018)
OSP File

O ffice o f Sponsored Programs
4505 Maryland Parkway • Box. 451037 • Las Vegas. Nevada 89154-1037
(702) 895-1357 • FAX (702) 895-4242
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OF N E V A D A L A S V E G A S
NEVADA LAS V E G A S

9 May 1997

Barbara Nelson, RN, BSN
2726 Ridgeview
Santa Clara, UT 84765
Dear Ms. Nelson:
The Department of Nursing Human Subjects Rights Committee met and
approved your proposal "Patient's perceptions of spiritual needs
and the role of the nurse in resolving spiritual needs.
You may take your proposal to the University Office of Sponsored
Programs for their consideration. You have a study that should
result in useful information for nursing. The Committee wishes you
well in completing it.
If any of the above is not clear or you
wish to discuss any of the points please do not hesitate to call
myself or any of the other committee members.
We wish you well in completing your study andarelooking forward
to hearing about your findings.
If you make any
Committee.

major change in your project please notify

Sincerely,

Marqàret Louis, RN PhD
Chairperson
Humah^ubj ects Rights Committee
Department of Nursing

Department of Nursing
4505 Maryland Parkway • Box 453018 • Las Vegas, Nevada 89154-3018
(702) 895-3360 • FAX (702) 895-4807

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

the

UNIV

114

U N I V E R S I T Y OF N E V A D A L A S V E G A S

UNIVERSITY OF NEVADA, LAS VEGAS
PROTOCOL FORM APPROVAL SHEET
FOR RESEARCH INVOLVING HUMAN SUBJECTS
Log Number:
Title of Project:
Patient^s perceptions of spiritual needs and
the role of the nurse in resolving spiritual needs.
Investigator:

Barbara Nelson and Susan Michael ___

2

After reviewing this proposal, the members
of the Department of Nursing, Human Subjects Rights
Review Committee have indicated below their approval/disapproval of
this proposal.
Committee Members

The above named project

Approve

Disapprove

is hereby approved/disapproved

fcircle

Date:
/

Committee .'Chairperson's Signature

Department of Nursing
4505 M aryland Parkway • Box 453018 • Las Vegas. Nevada 89154-3018
(702) 895-3360 • FAX (702) 895-4807
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SUBMIT TO OFFICE OF TOE GRADUATE DEAN: O r ig in a l and
11 c o p ie s o f th e P ro to c o l Form (pp. 1-3) p lu s one
copy o f th e e n t i r e re se a rc h p ro p o sa l.

APPENDIX C
DATE RECEIVED:
DOG «

UNIVERSITY OF NEVADA, LAS VEGAS
TYPE OF REVIEW
( ) E x p ed ited
( ) R egular

PROTOCOL FORM
FOR RESEARCH INVOLVING fOlAN SUBJECTS

FUNDING SOURCE:
( ) U n iv e rs ity
( ) S ta te
( ) F e d e ra l
( ) O ther/N one

INVESTIGATORS: L is t person p r i n c i p a l l y r e s p o n s ib le fo r
t h e i n v e s t ig a ti o n on lin e a ) . I f p r i n c i p a l in v e s tig a to r
i s a s tu d e n t , l i s t fa c u lty a d v iso r on l i n e b ) .
I n v e s tig a to r
a)
b)
c)
d)

D epartm ent

B arb ara
N e ls o n
S usan
M ic h a e l

Phone

N ursing
Nursing

(801)

634-4291

(702)

895-3360

UNLV s t a t u s o f P r in c ip a l I n v e s tig a to r ( c i r c l e ) : F a c u lty /P o s t-d o c to ra l/G ra d u a te
/U n d erg rad u ate/O th er
T ITIZ OF PROJECT P a f c i e n f c ' s P e r n p p h i nn.c; n f S p i r i t u a l NprndR a n d Th p Rn l p
o f t h e N urse i n R e s o l v i n g S p i r i t u a l N eeds
NAME AND ADDRESS o f sponsoring agency* o r fo u n d a tio n ( i f o th e r th a n UNLV)_______

CONTRACT OR GRANT NUMBER ( i f Icnown)
DURATION OF STUDY (P ro to c o ls n u st be renew ed annually) \ g q i St a r t %g g -Co n c lu d e
TYPE OF SUBMISSION

X New
C o n tin u a tio n

Renewal (a tta c h p r o g r e s s r e p o rt)
M o d ific atio n
P re v io u s Log # ( i f any)

LOCATICN(S) (R FACILITIES vdiere stu d y w i l l ta)ce p lace n i v i p
Center,

544 S o u t h 4 0 0 E a s t ,

St.

Georae.

UT

Rp>gi nna i

84770

D ate

P r in c ip a l I n v e s t i g a t o r 's S ig n a tu r e

D ate

Dejjartment C hair o r U n it H e a d 's
S ig n atu re

D ate

Fat u ity A d v is o r's S ig n a tu r e
( i f w arranted)

BE

SURE TO COMPLETE PAGES 2 S. 3

Page 1 o f 3
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SUBJECTS:

(P le a s e e s tim a te num bers.)
P r is o n e rs , in c a r c e r a te d
su b je c ts

P a t i e n t s a s e x p e rim e n ta l su b jecr.s
fin

P a tie n ts

Normal a d u l t v o lu n te e r s

M inors (u n d e r 18)
Persons whose f i r s t
language i s n o t
E n g lish .

UNLV S tu d e n ts
P re g n a n t women o r f e tu s e s

O ther (p le a s e s p e c if y )
M en tally d is a b le d
60

PROCEDURES:

TOTAL ANTICIPATED SUBJECTS

(ATTACH r e le v a n t m a te r ia ls , such a s q u e s tio n n a ir e s , in te r v ie w
s d i e d u l e s , w r itte n t e s t in s tr u m e n ts , e t c . )

S u rv ey , q u e s ti o n n a ir e ! s )

I n v e s tig a tio n a l D rug*

I n te rv ie w : p h o n e /in -p e rs c n

Approved Drug, New Use*

M edical o r o th e r p e rs o n a l re c o rd s

I n v e s tig a tio n a l D e v ice
(A ttach r e le v a n t i n f o . )

F ilm in g , ta x iin g , re c o rd in g
Placebo
O b s e rv a tio n
P a r t i c i p a n t o b s e rv a tio n

Io n iz in g R a d ia tio n
(A ttach CURRENT a p p ro v a l)

A n th ro p o lo g ic a l fieldw orlc

Surgery

P s y c h o lo g ic a l in te rv e n tio n

In v i t r o f e r t i l i z a t i o n

In c o m p le te d is c l o s u r e o f purpose

V enipuncture

Payment o f s u b je c ts

O ther body f l u i d s ,
e x c re ta

C o sts t o s u b j e c t s / t h i r d p a r t i e s
B r ie f E x p la n a tio n o f P ro ced u res:

A b o rtu s, p la c e n ta , e x c e ss
tis s u e
O ther (p le a se s p e c if y )

Page 2 o f 3
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UNIVERSITY O F NEVADA, LAS VEGAS
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Protocol Form fo r Research Involving Human Subjects
Submit to Office of Sponsored Programs: Original o f this cover form and attach your protocol (including any questionnaires
DateR eceived:______________
Log Num ber:_____________________

and informed consent)

Investigators: (Please print). List person principally responsible for the investigation on line A If principal investigator is a _ j
student, list faculty advisor on line B.
Investigator
Department
Mail Stop
A B,

_BaTib 9 ria
S n .c ? a n

Title o f Proiect:
the

.cnn

N ursing

M irhaot

P atient's
Nurse

in

P ercentions

R esolving

of

Snirihiial

Spiritual

Duration of Study (Protocol must be renewed annually):

Type o f Submission:

injR

Mnrcinrr

Start

and

the

Role

nf

Needs
^0

Conclude

0 7

1

0 0 7 ______

X

New__________________ _____ Rcacw 2i(A ttach progress report)
Continuation
_____ Modification
________________ Previous Log Number fif any)

Location of Facilities where study will take place: n i v i i a p p g i o n a i
4 0 0 E a s t , S t . G e o r g e , ÜT
84770
Subjects: (Please estimate numbers.)

X

Needs

Mp>ri-inai

rAnt-^r,

F4 4

Rnnhh

Patients as experimental subjects
Prisoners, incarcerated subjects
PatientSjÇWcsttOfclc__________________________________ _____ Ncwmal adult volunteers
Minors fiOtder/Sj
_____ Persons whose first language
UNLV students
is not English
_____ CCSD Students
Pregnant women or fetuses
Mentally disabled
_____ Total Anticipated Subjects

Procedures: (ATTACH relevant materials, such as questionnaires, interview schedules, written test instnonents. and etc.)
y

Survey, questionnaire(s)____________________________________ Investigational drug *
Interview: phone/in-person
_____ Approved drug. New use •
Medical or other personal records
_____ Investigational Device
Riming, taping, recording (Attach relevant info)
Observation
_____ Placebo
Participant observation
_____ Ionizing Radiation
Anthropological fieldwork (attach CURRENT approval)
Psychological intervention
_____ Surgery
Incomplete disclosure of purpose
_____ Payment of subjects
Venipuncture
Other body fluids, exceta

*Provide
lae ru
FDA
A Auinonzation
Authorization ana
and IND
iNU Number

Date

Principal Investigator’s Signature

Date

Faculty Advisor’s Signature (^applicable)

Reviled lO /S N S
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hi * i .,

May 1, 1997

Barbara Nelson, RN
544 South 400 East
St. George, Utah 84770

Dear Barbara:
The Institutional Review Board met and approved the study "Patient Perceptions o f Spiritual
N eeds an d The Role o f The Nurse in R esolvin g Spiritual Needs. ”
Please update the board as the study progresses.

Sincerely,

Graig L. Booth, MD
IRB Co-Chairman
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VITA
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University o f Nevada, Las Vegas

Barbara Ann Nelson
Home Address:
Santa Clara, UT 84765
Degrees:
Bachelor o f Science, Nursing, 1976
University o f Colorado
Publications:
Dealing with inappropriate behavior on a multidisciplinary level: A policy is formed.
J. Nurs. Adm 25(61. 58-61 (1995)
Thesis Title: Patients' Perceptions o f Spiritual Needs and the Role o f Nurses to Resolve
Spiritual Needs
Thesis Examination Committee:
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